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DEEP INFECTIONS OF THE 
SUBMAXILLARY TRIANGLE’ 





NFECTIONS of the submaxillary 
region of the neck are quite common. 
The majority are superficial glandular 
abscesses and respond readily to inci- 
sion. When, however, the pathological 

process involves the deep submaxillary 
cellular tissues of the floor of the mouth, 
a grave surgical condition is presented 
requiring energetic and radical treatment. 

The surgery of soft part infections can 
be productive of good end-results only if 
the tissue spaces and muscle planes are 
clearly understood, and no treatment of 
deep submaxillary disease will be of any 
avail unless the surgical anatomy of this 
region is duly appreciated. 


ANATOMY 


The base of the submaxillary triangle 
is the body of the mandible; the apex, the 
hyoid bone, and the sides, the anterior and 
the posterior bellies of the digastric muscle. 
The mylohyoid muscle as it courses from 
the internal oblique line of the lower jaw 
to its insertion on the hyoid bone forms 
not only a partial wall but a sling for the 
floor of the mouth. 

The triangle is enclosed further by the 
superficial fascia, and the superficial layer 
of the deep cervical fascia. The latter, 
covering the forepart of the mylohyoid, 
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divides at the external border of the ante- 
rior belly of the digastric into two leaflets. 
The superficial portion, strong, firm and 
rather dense, spans the entire triangle. 
The deep leaflet, thin and delicate, blends 
with the perimysium of the rest of the 
mylohyoid and part of the hyoglossus 
muscle. The submaxillary compartment is 
between these two fascial leaves and 
contains the submaxillary salivary gland, 
and superficial to it the ly mph nodes lying 
just beneath the fascia. 

This “submaxillary space” communi- 
cates anteriorly with the “sublingual 
space” (Fig. 1). Posteriorly it is sepa- 
rated from the “retromandibular space” 
(Fig. 3 and Fig. 4) by a fascial septum. 
The latter may be the cause for the localiza- 
tion of retromandibular infections. The 
sublingual compartment (Fig. 1), which is 
occupied by the sublingual gland and the 
deep process of the salivary gland, together 
with its duct, is floored by the mylohyoid, 
covered by the alveolar lingual mucous 
membrane and walled mesially by the 
tongue, and laterally by the alveolus. The 
retromandibular space (Figs. 3 and 4) 
which harbors the lowest part of the paro- 
tid gland, the styloid group of muscles, 
blood vessels and nerves, is bounded 
anteriorly by the posterior margin of the 


* From the Surgical Service of Dr. A. V. Moschcowitz, Mount Sinai Hospital, New York. 
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ramus of the mandible, and the pterygoid 
process; posteriorly, by the mastoid, and 
the transverse processes of the atlas and 
axis, and superiorly, by the petrous por- 
tion of the temporal bone and the cartilag- 
inous part of the external auditory meatus. 
The soft parts which upholster this region 
are, anteriorly, the superior constrictor 
of the pharynx and the internal pterygoid 
muscle, inferiorly the sternomastoid and 
the posterior belly of the digastric, which 


Fic. 1. 1. Mylohyoid muscle; 2. Geniohyoid muscle; 
3. Sublingual gland; 4. Lingual artery; 5. Mandible; 
6. Lingual nerve; 7. Ramus of mandible; 8. Superficial 
layer of deep cervical fascia; 9. Lymph node; 10. 
Ranine artery; 11. Facial artery; 12. Lingual nerve; 
13. Mylohyoid muscle; 14. Submaxillary salivary 
gland (deep process); 15. Ramus of mandible; 16. 
Dorsum of tongue. 

Figures 1, 2, 3, 4 are photographs taken from serial 
frontal sections cut obliquely through a frozen 
human head demonstrating the sublingual, sub- 
maxillary and retromandibular spaces. Figure 1 is 
the posterior view of a section, Figure 2, the 
anterior view of the second section, and Figures 
3 and 4, the anterior and posterior views of the same 
section. 


separates it from the superior carotid 
triangle. 

That the submaxillary salivary gland 
(Figs. 1 to 4) bears important surgical 
relationships to these three spaces was 
evidenced by dissections in a series of 
twenty-five cadavers studied in the anatom- 
ical laboratory of the Dental Department 
of the College of Physicians and Surgeons, 
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Columbia University. The organ itself is 
enclosed in a capsule adherent anteriorly 
to the cervical fascia, while its posterior 
surface is bound by loose areolar tissue 
but insecurely and loosely to the deep layer 
of the deep cervical fascia. Most of the 
gland (Figs. 2 and 3) is situated in the 
submaxillary triangle, reaching forward to 
the anterior belly of the digastric, back- 
ward to the stylohyoid ligament, which 
lies between it. and the parotid gland, 





Fic 2. 1. Superficial layer of deep cervical fascia; 2. 
Digastric muscle; 3. Mylohyoid muscle; 4. Deep 
lingual artery; 5. Submaxillary salivary gland; 6. 
Facial artery; 7. Genioglossus muscle; 8. Submaxil- 
lary salivary gland (deep process); 9. Buccal mucous 
membrane; 10. Internal pterygoid muscle; 11. 
Ramus of mandible; 12. Superficial temporal artery; 
13. Geniohyoid muscle; 14. Submaxillary salivary 
gland; 15. Deep lingual artery; 16. Mandible; 17. 
Masseter muscle; 18. Ramus of mandible; 109. 
Internal pterygoid muscle. 


superiorly hiding under the body of the 
mandible, and inferiorly overlapping the 
central tendon of the digastric and the 
insertion of the stylohyoid muscles. From 
its deep surface, a tongue-like process 
may project forward and inward above 
the mylohyoid muscle into the sublingual 
space (Fig. 1). The deep surface of the 
gland from before backward is in relation- 
ship with the mylohyoideus, the hyo- 
glossus, the superior constrictor of the 
pharynx, the styloglossus, the stylohyoi- 
deus and the posterior belly of the digas- 
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tricus. The facial artery is either in the 
substance of the gland or lies posterior to 
it, and enters the interfascial space on the 
inner side of the digastric muscle. The 
posterior facial vein courses to the outer 
side of the muscle and lies imprisoned in 
the superficial cervical fascia. 


SUPERFICIAL INFECTIONS 


From this anatomical description it is 
quite evident that infections of this region 





Fic. 3. 1. Hyoid bone; 2. Facial artery and vein; 3. 
Pharyngeal wall; 4. Facial vein; 5. Jugular vein; 
6. Submaxillary salivary gland; 7. External carotid 
artery; 8. Internal carotid artery; 9. Internal jugular 
vein; 10. Mastoid process; 11. Superficial layer of 
deep cervical fascia; 12. Digastric muscle; 13. Lingual 
artery; 14. Submaxillary salivary gland; 15. Facial 
artery; 16. Pharyngeal wall; 17. Ramus of jaw; 18. 
Internal pterygoid muscle; 19. Superficial temporal 
artery; 20. Temporo-mandibular joint; 21. Pharyn- 
geal wall; 22. Tonsil. 


may be divided into those which are 
superficial, and those which are deep to or 
actually in the substance of the submaxil- 
lary salivary gland. The superficial infec- 
tions, which are the most common, usually 
arise in the submaxillary group of lymph 
nodes and form simple abscesses. These 
appear, as a rule, as subcutaneous, fluctuat- 
ing swellings in the submaxillary region, 
the overlying skin of which is red, hot and 
tender. The floor of the mouth appears 
normal and the tongue moves freely. The 
treatment is simple. A horizontal incision 
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below and parallel to the mandible carried 
down through the superficial layer of the 
deep cervical fascia usually evacuates the 
pus. The infection invariably subsides in 
a few days following adequate drainage 
aided by wet dressings or dry heat. 


DEEP INFECTIONS 


Suppuration deep to the submaxillary 
salivary gland requires more diagnostic 
acumen and keener surgical judgment. 


Fic. 4. 1. Thyroid cartilage; 2. Fat pad; 3. Hyoid bone; 
4. Lingual artery; 5. Superficial layer of deep cervical 
fascia; 6. Submaxillary salivary gland; 7. Pharyngeal 
wall; 8. Facial artery; 9. External carotid artery; 
10. Posterior belly of digastric muscle and stylohyoid 
muscle; 11. Internal carotid artery; 12. Internal 
jugular vein; 13. Sternohyoid muscle; 14. Thyrohyoid 
muscle; 15. Common facial vein; 16. Sternomastoid 
muscle; 17. Lymph gland; 18. Posterior part of base 
of tongue; 19. Internal jugular vein; 20. Pharynx; 
21. Bifurcation of common carotid into internal and 
external carotid arteries; 22. Middle temoral artery; 
23. Temporo-maxillary vein; 24. Facial vein; 25. 
Pharyngeal branches of the ascending pharyngeal 
artery. 


These patients are extremely ill and pre- 
sent an entirely different clinical picture. 
There are certain common physical find- 
ings by which these deep infections may 
be recognized. The swelling of the sub- 
maxillary region is pronounced and defi- 
nite but the overlying skin, while edema- 
tous and brawny, is rarely reddened. 
The tumor feels stony hard and fluctuation 
is rarely to be elicited, because the salivary 
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gland with its closely adherent superficial 
leaflet of the deep cervical fascia is a dense, 
hard, unyielding barrier. This is further 
attested by the fact that in seventeen cases 
which ruptured spontaneously, sixteen 
discharged into the pharynx in the region 
of the tonsil (Fig. 3). The mouth can be 
partially opened with great difficulty. The 
tongue is elevated, protruded and fixed, 
painful on forced movement, and the 
mucous membrane of the floor of the 
mouth is brawny, indurated, edematous 
and tender. 

The actual “space” involved is diag- 
nosed mainly upon the point of maximum 
tenderness, and the area of greatest swelling. 
If the sublingual space alone is involved, 
the tumor and tenderness are greatest in 
the submental region and there is pain on 
pressure to the side of the lingual frenum. 
When the retromandibular space is infected 
the face is apt to be congested and cyanotic 
from pressure on the great vessels (Figs. 
3 and 4), deglutition is almost impossible 
because of pressure on the lateral pharyn- 
geal wall, dyspnea is present because of an 
edema of the glottis, and trismus is extreme. 
However, it should be borne in mind that 
since these deep infections resemble a 
cellulitis their spread along the loose 
connective tissues of the floor of the mouth 
is so rapid that invariably the sublingual, 
submaxillary and retromandibular spaces 
appear simultaneously involved. Besides, 
in about 50 per cent of the cases, the sali- 
vary gland itself shares in the process. 

There is no doubt that a certain num- 
ber of these deep infections will subside 
spontaneously or possibly localize, but too 
much time should not be lost in the applica- 
tion of external heat in the form of wet 
dressings or poultices, and internal heat 
by buccal irrigations of hot normal saline 
solution. If the condition of the patient is 
not materially improved within twenty- 
four hours, surgery should be resorted to. 

The fact that these infections are deep 
has led to buccal incisions. Incision of the 
alveolar lingual sulcus will probably give 
more direct drainage, even though uphill, 
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than one through the neck, but it is rather 
difficult to secure adequate exposure, and 
buccal drainage is applicable when the 
sublingual space is solely involved. This, 
as is well known, is rarely the case. For 
all practical purposes, a neck incision is pref- 
erable. There are two recognized methods 
of surgical approach, one empirical, the 
other anatomical. The empirical method 
consists of a median incision extending 
from the under surface of the chin to the 
hyoid bone. This is, employed quite com- 
monly, and may be partially accountable 
for the published mortality of 40 per cent 
and over in these cases. It bisects the 
muscles of the floor of the mouth and 
tongue, namely the mylohyoid raphe, 
the geniohyoid and the geniohyoglossus, 
but since the infection is only rarely in 
these muscles, and is usually in the areolar 
tissues of the submaxillary triangle, very 
little is accomplished. 

The incision of choice seems to be the 
lateral one. But in deep infections, espe- 
cially those of the sublingual space, the 
lateral incision parallel to the mandible 
must do more than divide the deep cervical 
fascia of the neck. It must divide the 
mylohyoid muscle from its free lateral 
border to the median raphe, cutting, if 
necessary, the anterior belly of the digas- 
tric muscle near its mandibular attach- 
ment. This incision affords free drainage 
of the sublingual space with very little 
danger of injuring the ranine vessels, 
Wharton’s duct or the sublingual glands. 
If the infection has already spread to 
the submaxillary space and beyond, this 
incision must be prolonged. A curved 
horizontal incision may be employed simi- 
lar to the one used for excision of the 
submaxillary salivary gland. The tense 
bulging cervical fascia is divided and 
rubber dam drains are inserted deep to the 
submaxillary gland. 

However, this at best is unsatisfactory. 
These patients suffer not only from the 
toxemia of the infection but, what is more 
important, from the disastrous effects 
of the mechanical pressure of an edematous 
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submaxillary salivary gland against the 
lateral pharyngeal wall and _ indirectly 
against the larynx. Simple division of the 
fascia does not relieve this, and it still 
leaves the gland blocking drainage. Extir- 
pation of the submaxillary salivary gland 
is the only logical surgical procedure in 
these deep infections. At first thought, 
this may be deemed entirely too radical, 
too dangerous, and even unnecessary. 
In actual practice, however, this is not 
the case, for the clinical improvement 
noticed following this procedure is immedi- 
ate and marked. Dyspnea invariably dis- 
appears, drainage is more free and the 
patients feels distinctly better. Naturally, 
in the late cases where thrombosis and 
muscular gangrene have occurred and 
edema of the glottis is present, this pera- 
tive procedure can be of little avail, it 
being preferable to perform a tracheotomy 
simply as a palliative procedure. 

It is obvious that local anesthesia is a 
sine qua non in all these operative proced- 
ures. In spite of the edema of the tissues, 
after the fascia has been divided, the gland 
is easily recognized and may be extirpated 
without difficulty by working bluntly 
from the hyoid bone upward, carefully 
watching for the facial vein, which is super- 
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ficial and the facial artery which is deep or 
in the gland. Precaution should also be 
taken to avoid the lingual vessels which lie 
rather superficially, being covered only by 
a few fibers of the hyoglossus muscle. 
The wound is drained liberally with rubber 
dam and packing. Following the operation, 
these wounds have a tendency to slough 
and secondary hemorrhages may occur 
from either the facial or the lingual vessels. 
This, however, is readily controlled. 

Occasionally, the retromandibular space 
has been involved alone. Its clinical diag- 
nosis has already been summarized. There 
is no reason to remove the gland in this 
instance. It may be effectively drained by 
making a skin incision, slightly curved, a 
finger’s breadth below and behind the 
angle of the jaw; and, after the fascia 
has been divided, an artery forceps, 
bluntly introduced upward into the space 
and kept anterior to the sternomastoid 
and the sheath of the vessels, invariably 
opens the pus pocket. 

The procedures outlined have been found 
quite successful in many cases, and even in 
those rarer unfortunate cases in which the 
deep infection has been bilateral, an un- 
eventful clinical course followed the removal 
of both submaxillary salivary glands. 
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FASCIAL STRIP TRANSPLANTS 
IN THE TREATMENT OF HERNIA 


Aexius McGLANNAN, M.D. 


BALTIMORE, MD. 


EARLY forty years ago Halsted in 
the United States and Bassini in 


Italy each described a method for 
the operative treatment of inguinal hernia, 
in which the transplantation of the cord 
and the suture of the internal oblique mus- 
cle to Poupart’s ligament were the novel 
features. Since that time their technique 
has been modified more or less by many 
surgeons to meet individual conditions, 
but the principles underlying the opera- 
tion remain the same. 

The very great improvement in the 
results of operation for hernia which 
followed the general adoption of the Bas- 
sini or Halsted method led to a feeling of 
security and complacency from which we 
have been aroused by the experience of 
Workmen’s Compensation Commissions, 
the Veterans Bureau and more careful 
follow-up systems by the civil hospitals. 


ANALYSIS OF RECURRENCES 


The proportion of recurrences after 
operation for inguinal and femoral hernias 
varies within fairly narrow limits in differ- 
ent groups of statistics. The age and sex 
of the patients and the variety of the 
hernias are the important factors in the 
study of these statistics. Inguinal hernia 
operated upon in childhood is almost always 
cured by any operation that provides for 
high closure of the sac. Direct hernia is 
more likely to recur than indirect hernia 
in the proportion of three or four to one. 
From 7.5 per cent to 10 per cent of recur- 
rences for indirect inguinal hernia in male 
adults is a fair average of the results in 
several large series of cases. 

Most often the recurrence shows itself 
a few weeks after the operation, sometimes 
it is delayed for a year or more. In Erd- 


man’s series about one-half of all the recur- 
rences took place within the first six 
months.! The recurrence is most frequently 
found in the lower portion of the canal, 
at or near this inner angle of the wound. 

Causes OF RECURRENCE. When the 
recurrent cases are analyzed, the causes of 
failure to cure the hernia fall into two 
groups: those due to accidents or omissions 
in the course of the operation or to inter- 
ference with the process of healing, and 
those attributable to some anatomical 
peculiarity of the patient. 

Infection of the wound is almost certain 
to be followed by a recurrence. A suture, 
especially one of the deep stitches, placed 
under great tension will devitalize the 
tissues within its bite and leave a weak spot 
for later protrusion. 

Evidence of incomplete removal of the 
sac and of failure to make a proper suture 
of the muscles and fascia, are often 
observed when operating for recurrent 
hernia. Poor judgment in selecting patients 
for operation, and especially a failure to 
use proper methods of pre-operative treat- 
ment with patients who require such pre- 
liminary management, explain certain 
recurrences.’ 

The anatomical peculiarities center 
around defects in the muscles and fascia 
of the abdominal wall. Deposits of fat in 
and between the layers of the wall and 
surrounding the blood-vessels which per- 
forate the fascia; wide internal opening of 
the sac, large hernias of long duration, 
and direct inguinal hernias present difhi- 
culties because of their effect on the muscles 
and fascia. 

Recurrent hernias, especially those fol- 
lowing suppuration and the inguinal hernias 
secondary to damage of the lower abdomi- 
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nal nerves make a good proportion of the 
failures. 


Fic.1. Skin incision. The thumb is over the spine of 
the pubis and the index finger over the anterior 
superior spine of the ilium. 


Massive hernias whose contents when 


replaced will add to the intra-abdominal 
tension require a period of pre-operative 
treatment to Insure cure. 

The most important anatomical pecu- 
liarity is a deficiency or absence of the 
conjoined tendon. In his monograph on 


hernia published in 1899, Bloodgood: 
showed the importance of this defect. 

The defect is recognized by the following 
method of examination: The patient lies on 
his back and the hernia, which is not neces- 
sarily a large one, is reduced. Invaginating 
the scrotum the finger is passed into the 
external ring. With a firm conjoined ten- 
don, the finger meets an obstruction at this 
point and is deflected outward and upward 
along the canal. When this tendon is 
defective there is no resistance and the 
finger goes directly down through the 
abdominal wall into the peritoneal cavity. 
Occasionally the opening is so large that 
after its introduction the finger can be 
flexed and touch the region of the symphy- 
sis pubis. Such a condition on both sides 
will allow the fingers to meet behind the 
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rectus muscle. In some patients the tendon 
is well developed but greatly relaxed. 


Fic. 2. Subcutaneous tissues retracted to expose 
aponeurosis of the external oblique and external 
ring. 


Under such circumstances the resistance to 
the invaginating finger is slight, but with 
the finger in the ring if the patient lifts 


Fic. 3. Aponeurosis divided and flaps dissected inward 
and outward to expose the shelving portion of Pou- 
part’s ligament, the cord, the internal oblique muscle 
to the semilunar line, and the conjoined tendon. 


his head from the examining table, the 
tendon is felt to tighten as the muscle 
contracts. 
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The cure of inguinal hernia therefore 
appears to depend on careful attention to 
details in performing the operation, aseptic 
wound healing, and as far as possible, 
correction of certain anatomical defects. 


TECHNIQUE OF OPERATION 


Following is a short review of the method 
of performing the operation and of the 
expedients which in my hands have proved 
valuable to overcome the defects. 





Fic. 4. The sac opened and a finger introduced to 
facilitate dissection from the cord. 


To make the skin incision, the thumb 
and index finger are extended and placed 
one over the anterior superior spine of the 
ilium and the other over the spine of the 
pubis. The incision begins about an inch 
inside the upper point and extends to the 
pubic spine. This incision divides the skin 
and subcutaneous tissue down to the 
aponeurosis of the external oblique. The 
fat and areolar tissue are then dissected 
away from the aponeurosis to uncover 
Poupart’s ligament, the external ring with 
its pillars and the intercolumnar fibers. 
Several vessels are clamped in the course 
of the incision and dissection. 

The aponeurosis is then split in the 
direction of its fibers from the external ring 
to well above the internal ring. The ilio- 
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inguinal and iliohypogastric nerves are 
noted and avoided in making the incision. 
The aponeurosis is now dissected back to 
form two flaps and uncover the shelving 
portion of Poupart’s ligament on the outer 
side, and the internal oblique muscle, the 
conjoined tendon and the sheath of the 
rectus on the inner side. The canal is now 
entirely open. The cremaster muscle and 
fascia are divided longitudinally and the 
sac of the hernia is identified and opened. 





Fic. 5. The sac drawn out, split open and transfixed at 
its neck. 


With a finger inside it, the sac is then 
dissected away from the cord and the cre- 
master fibers below and from the trans- 
versalis or endoabdominal fascia above and 
around its internal opening. The contents 
of the sac are dealt with as occasion 
demands. The isolated sac is drawn out 
from the separated deep fascia, incised far 
enough to give a good view of the internal 
opening, and then the peritoneal cavity 
is closed by a purse-string suture or a 
transfixion ligature, or by a combination of 
both, leaving the ends of the suture long. 
The sac is then excised and the long ends 
of the transfixion suture are threaded into 
large needles. The needles are passed from 
within outward through the endoabdom- 
inal fascia to the outer surface of the 
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internal oblique muscle above the internal 
ring. When tied, these sutures draw the 
stump of the sac well up under the muscles, 
and invert the direction of any conical 
dimple that may be present on its inner 
surface. 

The cord is separated as far as possible 
from the cremaster muscle and fascia and 
lifted out of the canal. The conjoined ten- 
don and the internal oblique muscle with 
the underlying fascia are then sewed to 
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avoid injury to the ilioinguinal nerve in 
the course of the dissection and in suturing 
the canal. During the dissection the bleed- 
ing points are clamped and all the vessels 
are ligated with fine catgut before the canal 
is closed. The skin is closed by any suit- 
able means. Lately we have used a Cod- 
man’s continuous interrupted suture of 
equisetine. 

The success of this type of operation 
depends on aseptic healing of the wound 





Fic. 6. The stump of the sac after transfixion. The ends 
of the suture drawn through from below to the 
surface of the internal oblique. 


the shelving portion of Poupart’s ligament 
under the cord by means of interrupted 
mattress-sutures of kangaroo tendon or 
chromicized catgut. Four or five sutures 
are required, one of which is above the cord 
at its exit through the internal ring. The 
suture at the inner angle goes through the 
conjoined tendon, picks up such cremaster 
fibers as are available and then goes 
through Poupart’s ligament, close to the 
pubis. Returning it passes through the 
same structures to be tied on the outer 
surface of the tendon. In a similar way the 
other sutures pass through the internal 
oblique muscle and the deep fascia, utiliz- 
ing the cremaster fibers present. 

The cord is now dropped back on this 
new floor of the canal and the aponeurosis 
closed over it with imbrication sutures of 
catgut. Especial care must be taken to 


Fic. 7. The conjoined tendon and internal oblique 
sutured to the shelving portion of Poupart’s liga- 
ment, under the cord. The cremaster muscle is 
included in the sutures. One suture above the internal 
ring. 


which must be free from any great degree 
of tension. 

Where it seems impossible to bring the 
conjoined tendon over to Poupart’s liga- 
ment without great tension, and in those 
cases where this tendon is weak or deficient, 
one of the following expedients is used. All 
of these expedients apply to the closure of the 
deep layers of the canal. The sac is disposed 
of in the manner already described and the 
cord is lifted out of the way. The cremaster, 
if available, is included in the sutures. The 
aponeurosis Is closed over the cord, and the 
skin is closed as already outlined. 


TRANSPLANTATION OF A FLAP OF THE 
SHEATH OF THE RECTUS 


This method was originated by Halsted.‘ 
A triangular flap is cut from the anterior 
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surface of the rectus sheath, and turned on 
its outer border. The cut edge is sutured 
under the cord to Poupart’s ligament, 
beginning at its pubic attachment. In this 
way the gap in the floor of the canal is 
bridged by strong fascia. Unfortunately a 
strong rectus sheath is not always avail- 
able. Deposits of fat, scarring from previous 
operations and other factors may prevent 
its utilization in cases where it seems most 
needed. 


ee) 


Fic. 8. The inner flap of the aponeurosis sutured with 
mattress-sutures to overlap the outer flap. The cord 
is under the layer of tissue. 


FASCIAL SUTURES 


L. L. McArthur® advocated the use of 
autoplastic sutures in hernia. He obtained 
his sutures by cutting narrow strips from 
the external oblique aponeurosis, leaving 
the pubic attachment undisturbed. At the 
same time McArthur showed that the 
fascial sutures remained as living structures 
in experimental animals and in one human 
case where he was able to excise the hernial 
region post mortem more than a year after 
the operation. 

The McArthur strips of fascia are from 
one-eighth to one-fourth of an inch wide 
and cut the length of the aponeurosis from 
the termination of the fleshy muscle to the 
pubic attachment. Exposure of this expanse 
of aponeurosis requires a skin incision 
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longer and slightly more oblique than the 
ordinary one for inguinal hernia. Each 
fascial strip is threaded on a strong needle. 
The inner strip is anchored through the 
conjoined tendon or the rectus and then 
carried through the inner end of Poupart’s 
ligament and the periosteum of the spine 
of the pubis. The outer strip is passed 
through the loop of the inner one, locking 
the stitch, and then goes through firm 
tissue on the inner side of the canal. The 


Fic. 9. Flap from the sheath of the rectus turned out- 
ward to bridge a gap produced by deficiency of 
conjoined tendon (after Halsted). 


fascial strips are carried across the gap, 
taking firm hold on both sides and are 
woven back and forth like basket work to 
fill in the defect. 

Between November, 1924, and January, 
1926, we used the McArthur method of 
fascial transplantation in 27 cases. In two 
of these an undescended testicle compli- 
cated the hernia. All of the patients are 
well and free from recurrence a year or 
more after operation. 

The method possesses the great advan- 
tage of avoiding the necessity for an addi- 
tional incision. Its disadvantages are the 
limited supply of fascia available from the 
aponeurosis and the fact that where it is 
most needed the external oblique often is 
so thin or so scarred that a satisfactory 
strip cannot be obtained. 
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FASCIAL TRANSPLANTS 


Gallie® and his associates showed that 
strips of fascia lata when transplated as 
sutures formed rounded cords as they pass- 
ed through the needle hole, and that these 
cords soon became surrounded with a deli- 
cate vascular membrane, such as Is norm- 
ally found on the surface of the fascia. 
Further, the transplated cords of fascia 
were found living when recovered at inter- 
vals of from one week up to two years. The 


Fic. 10. Fascial strip cut from aponeurosis of external 
oblique (after McArthur). 


tensile strength of the transplants remained 
constant and they neither stretched norcon- 
tracted in their new situation. We have 
repeated Gallie’s experiments to show the 
life of the transplanted fascial sutures and 
tendon-like growth in the tissues. 

To obtain the sutures a long incision is 
made on the outer side of the thigh a little 
behind its middle line. All fat and areolar 
tissue is cleaned from the surface of the 
fascia and then a longitudinal incision is 
made of the length required for the suture. 
A second incision is made through the fascia 
parallel with the first and about one-fourth 
of an inch from it. One end of the suture thus 
prepared is cut free, threaded into a large- 
eyed needle and secured by transfixion with 
catgut. Each suture is about 8 inches long. 
Before it is detached the end of the suture 
is ligated with catgut to prevent fraying. 
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The needle is passed through the con- 
joined tendon or the rectus sheath so that 
the suture will have a firm hold in the 
tissues. The needle then perforates the end 
of the fascial strip just proximal to the 
catgut ligature and makes a long loop 
which is pulled down tight to anchor 
the suture into the tendon or sheath of the 
rectus. The needle then goes through the 
inner end of Poupart’s ligament and the 
periosteum of the spine of the pubes. This 


Fic. 11. Fascial strip cut from fascia lata of thigh 


(after Gallie). 


stitch is drawn taut and the suture con- 
tinued back and forth to draw the internal 
oblique and its fascia down to Poupart’s 
ligament, locking the suture at intervals by 
passing the needle through the fascia of a 
previous stitch. At the position of the inter- 
nal ring, a lock stitch is taken, the suture 
is continued to the outer side of the cord 
and two or more stitches are taken to give 
additional support in this region. When the 
defect is a large one, and when the muscula- 
ture is poor, a second layer of fascial sutures 
is used. The second suture starts above and 
ends at the pubis. (To join the strips of 
fascia, the needle of the first suture is 
passed through the end of the second and 
the terminal portion of this suture is 
drawn down over the first. The needle of 
the second strip is then passed through 
the first strip close to its Insertion into the 
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first needle. The first needle is then cut 
free and the loop drawn down tight.) 

With this suture no attempt is made to 
bring the internal oblique and _ rectus 
sheath down to  Poupart’s ligament. 
Instead the fascial strips are so interwoven 
across the gap, and with those of the first 
row, that a basket-work mat of fascia 
closes the defect. The end of the last fascial 
suture is fixed by catching it in a mattress- 
suture of catgut passing through the rectus 
sheath or aponeurosis. 





Fic. 12. Basket-work woven from fascial strips to fill in 
deficiency of structures of floor of canal (after 
Gallie). 


These free transplants of strips from the 
fascia lata enable us to replace tissues which 
have been lost by infection or other forms 
of destruction, and to supply a substitute 
for anatomical defects in the supporting 
tissue of the abdominal wall. The supply 
of strong strips from the fascia lata is 
adequate for a large defect. This band of 
fascia is always well developed, is unusually 
strong and no disability results from the 
removal of the strips. 

I have used the fascia lata transplants 
in 20 difficult cases of inguinal hernia, 6 
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recurrent, 4 direct and 1o large hernias 
with defects of the conjoined tendon or 
portions of the musculature. I have also 
used these transplants in 1 large recurrent 
femoral hernia, 2 umbilical hernias, 1 post- 
operative epigastric and in 2 postoperative 
ventral hernias. Failure occurred in one of 
the ventral hernias where the recurrence 
was evident at the time the patient left 
the hospital three weeks after operation. 
In one inguinal hernia the indirect sac 
which was present with a large direct one 
was overlooked and caused a new hernia 
four months later. In all the other cases the 
results have been uniformly satisfactory 
both in the immediate and in the late 
results. Our first operation using this 
method was performed in November, 1924, 
the last one of this series in January, 1926. 

Transplanted strips of fascia furnish 
material by means of which we are able to 
operate with excellent prospects of cure on 
that group of hernias in which the conjoined 
tendon is deficient or absent, or in which 
other anatomical defects weaken the mus- 
cles and fascia of the abdominal wall, a 
group in which other forms of operating 
have failed in form 30 per cent to 50 per 
cent of the cases. 
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HE subject of transplanted endo- 

metrial tissue has been occupying 

the attention of gynecologists con- 
siderably since Sampson’s paper in 1921 
on the origin of chocolate cysts of the 
ovary, but to a great extent it has been 
ignored by the general surgeon, on the 
ground that it did not particularly con- 
cern him. I must admit that this was my 
own view of the matter until the micro- 
scopic findings in a case of painfulabdom- 
inal scar, upon which I operated some 
months ago, convinced me that had | 
possessed more information upon the sub- 
ject at the time, a correct diagnosis might 
have been arrived at before operation. 
Since then, although I have taken the pains 
to acquaint myself rather fully with the 
various manifestations of this condition, 
I have been surprised to find how wide- 
spread is the ignorance of it among men 
who are not gynecologists; as a matter of 
fact, in at least one instance a surgeon of 
acknowledged eminence in the profession 
had literally never heard of this type of 
new growth. 

I can add nothing original to the sub- 
ject of endometriosis, but since the litera- 
ture is so voluminous, it has occurred to me 
that a synopsis of the available facts might 
be of value, and I desire also, since the num- 
ber of cases of endometrioma of the abdo- 
minal scar is still small, to put my personal 
case on record, even though the history 
is regrettably lacking in many details. 

The study of endometriomas covers a 
period of some thirty years, the earliest 
identification of this type of growth in 
its intrauterine manifestation having been 


made by Cullen in 1895. While the sub- 
ject was later studied from various angles, 
particularly by Continental authorities, 
nothing conclusive was added to it until 
the epochal work of Sampson in 1921 on 
chocolate cysts of the ovary, and his more 
recent work on the identification of this 
misplaced endometrial tissue in various 
other parts of the pelvic and extrapelvic 
organs. 

To date, as Gardner? has pointed out in 
his admirable review, ectopic endometrial 
tissue has been identified in thirteen differ- 
ent locations, namely, the body of the 
uterus (diffuse adenomyoma); the recto- 
vaginal septum; the Fallopian tube; the 
ovary (either on the surface or within the 
substance); the round ligament (both intra- 
peritoneal and inguinal portions); the 
utero-ovarian, uterosacral and infundibulo- 
pelvic ligaments; the sigmoid flexure of 
the colon; the small intestine; the vermi- 
form appendix; the omentum; the umbili- 
cus; the abdominal wall (in postoperative 
scars); and the vulva and vagina. To these 
must be added another location reported 
by Sampson’ at the 1926 meeting of the 
American Gynecological Society, the sac 
of an inguinal hernia, the patient also 
exhibiting a pelvic endometriosis and an 
endometrial cyst of the ovary. 


ETIOLOGY 


The pathology of ectopic endometrial 
tissue is fairly clear, and its treatment is 
fairly well standardized, but discussion 
still rages about its origin, most of the 
confusion arising, as has been pointed out 
by Ewing and Frank, in particular, from 


* Read (by invitation) before the Caddo Parish Medical Society, April 5, 1927, at Shreveport, La. 
539 








American Journal of Surgery 


538 


first needle. The first needle is then cut 
free and the loop drawn down tight.) 

With this suture no attempt is made to 
bring the internal oblique and rectus 
sheath down to Poupart’s ligament. 
Instead the fascial strips are so Interwoven 
across the gap, and with those of the first 
row, that a basket-work mat of fascia 
closes the defect. The end of the last fascial 
suture is fixed by catching it in a mattress- 
suture of catgut passing through the rectus 
sheath or aponeurosis. 





Fic. 12. Basket-work woven from fascial strips to fill in 
deficiency of structures of floor of canal (after 


Gallie). 


These free transplants of strips from the 
fascia lata enable us to replace tissues which 
have been lost by infection or other forms 
of destruction, and to supply a substitute 
for anatomical defects in the supporting 
tissue of the abdominal wall. The supply 
of strong strips from the fascia lata is 
adequate for a large defect. This band of 
fascia is always well developed, is unusually 
strong and no disability results from the 
removal of the strips. 

I have used the fascia lata transplants 
in 20 difficult cases of inguinal hernia, 6 
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recurrent, 4 direct and 10 large hernias 
with defects of the conjoined tendon or 
portions of the musculature. I have also 
used these transplants in 1 large recurrent 
femoral hernia, 2 umbilical hernias, 1 post- 
operative epigastric and in 2 postoperative 
ventral hernias. Failure occurred in one of 
the ventral hernias where the recurrence 
was evident at the time the patient left 
the hospital three weeks after operation. 
In one inguinal hernia the indirect sac 
which was present with a large direct one 
was overlooked and caused a new hernia 
four months later. In all the other cases the 
results have been uniformly satisfactory 
both in the immediate and in the late 
results. Our first operation using this 
method was performed in November, 1924, 
the last one of this series in January, 1926. 

Transplanted strips of fascia furnish 
material by means of which we are able to 
operate with excellent prospects of cure on 
that group of hernias in which the conjoined 
tendon is deficient or absent, or in which 
other anatomical defects weaken the mus- 
cles and fascia of the abdominal wall, a 
group in which other forms of operating 
have failed in form 30 per cent to 50 per 
cent of the cases. 
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HE subject of transplanted endo- 
metrial tissue has been occupying 
the attention of gynecologists con- 
siderably since Sampson’s paper in 1921 
on the origin of chocolate cysts of the 
ovary, but to a great extent it has been 
ignored by the general surgeon, on the 
ground that it did not particularly con- 
cern him. I must admit that this was my 
own view of the matter until the micro- 
scopic findings in a case of painfulabdom- 
inal scar, upon which I operated some 
months ago, convinced me that had I 
possessed more information upon the sub- 
ject at the time, a correct diagnosis might 
have been arrived at before operation. 
Since then, although I have taken the pains 
to acquaint myself rather fully with the 
various manifestations of this condition, 
I have been surprised to find how wide- 
spread is the ignorance of it among men 
who are not gynecologists; as a matter of 
fact, in at least one instance a surgeon of 
acknowledged eminence in the profession 
had literally never heard of this type of 
new growth. 

I can add nothing original to the sub- 
ject of endometriosis, but since the litera- 
ture is so voluminous, it has occurred to me 
that a synopsis of the available facts might 
be of value, and I desire also, since the num- 
ber of cases of endometrioma of the abdo- 
minal scar is still small, to put my personal 
case on record, even though the history 
is regrettably lacking in many details. 

The study of endometriomas covers a 
period of some thirty years, the earliest 
identification of this type of growth in 
its intrauterine manifestation having been 


made by Cullen in 1895. While the sub- 
ject was later studied from various angles, 
particularly by Continental authorities, 
nothing conclusive was added to it until 
the epochal work of Sampson in 1921 on 
chocolate cysts of the ovary, and his more 
recent work on the identification of this 
misplaced endometrial tissue in various 
other parts of the pelvic and extrapelvic 
organs. 

To date, as Gardner? has pointed out in 
his admirable review, ectopic endometrial 
tissue has been identified in thirteen differ- 
ent locations, namely, the body of the 
uterus (diffuse adenomyoma); the recto- 
vaginal septum; the Fallopian tube; the 
ovary (either on the surface or within the 
substance); the round ligament (both intra- 
peritoneal and inguinal portions); the 
utero-ovarian, uterosacral and infundibulo- 
pelvic ligaments; the sigmoid flexure of 
the colon; the small intestine; the vermi- 
form appendix; the omentum; the umbill- 
cus; the abdominal wall (in postoperative 
scars); and the vulva and vagina. To these 
must be added another location reported 
by Sampson® at the 1926 meeting of the 
American Gynecological Society, the sac 
of an inguinal hernia, the patient also 
exhibiting a pelvic endometriosis and an 
endometrial cyst of the ovary. 


ETIOLOGY 


The pathology of ectopic endometrial 
tissue is fairly clear, and its treatment is 
fairly well standardized, but discussion 
still rages about its origin, most of the 
confusion arising, as has been pointed out 
by Ewing and Frank, in particular, from 
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an endeavor to make a single theory cover 
all manifestations of the condition. Cullen 
has proved incontrovertibly that diffuse 
uterine adenomyomas are definitely of 
invasive origin, but the origin of the var- 
ious extrauterine types is less easily 
established. 

The regurgitation or retrograde men- 
struation theory of Sampson would seem 
to cover practically all intraperitoneal new 
growths, and there is much to be said in 
its favor. His idea is that menstrual 
blood and cast-off endometrium are regur- 
gitated through the tubes and come to 
rest on various portions of the pelvic 
contents, where, by a process of implanta- 
tion, new growths with endometrial char- 
acteristics develop. He states, and other 
observers support his views, that in oper- 
ating upon women in the menstrual 
period he has frequently seen blood drip- 
ping from the tubes, and he adds that 
this is a relatively frequent phenomenon 
if preliminary curettage has been done. 
Moreover, the experimental work of 
Jacobson,®> and more recently that of 
Ferracciu,! seem to substantiate his views. 
Their work with rabbits, dogs and monkeys 
proves quite conclusively that endo- 
metrium, if scattered within the pelvic 
cavity, has the power of grafting itself 
upon injured peritoneum and reproducing 
a type of endometrioma similar to that 
observed in humans. In fact, Jacobson 
concludes his paper with the statement 
that the success of the experiments, the 
general location of the growths, their 
histologic character, the manner of their 
development, and their reaction to the 
ovarian hormone all substantiate Samp- 
son’s theory of the origin of most cases of 
ectopic endometriosis in the human being. 
An important point, however, is that 
results were practically negative unless 
the endometrial tissue was transplanted 
during the active stage of the estrus. 

The chief opponent of Sampson’s regur- 
gitation theory is Novak of Baltimore, who 
makes out, we must grant, an excellent 
case for the opposition.” In a study of 
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literally hundreds of tubal sections, he 
found but seven cases in which endome- 
trium was contained in the lumen of the 
tubes, and in none of these was the woman 
menstruating or even particularly near 
the time of her period. In at least five 
cases the particles of free endometrium 
were so large that it would seem impossible 
for them ever to have entered the tiny 
uterine orifice. In at least two instances 
definite endometrial tissue was found in the 
ovaries also, and Novak’s suggestion is 
that these particles were moving towards 
the uterus rather than away from it. His 
personal experience, which likewise is 
borne out by other authorities, is that men- 
strual blood dripping from the tubes at 
operation is a real rarity. He does not 
believe that Jacobson’s animal experi- 
ments are confirmatory of Sampson’s 
theory, not only because after all there is 
no true parallel between animals who do 
not truly menstruate and human beings 
who do, but also because there is no simi- 
larity between the virile endometrium 
which Jacobson employed in his experi- 
ments and the dead or dying tissue thrown 
off during menstruation. In his opinion 
this theory cannot be accepted until two 
things are demonstrated: the capacity of 
the degenerated endometrium thrown off 
at menstruation to grow in tissue culture, 
and the capacity of such endometrium to 
grow on the peritoneum or ovary of the 
human being, or even of one of the lower 
animals. Because of the innate difficulties 
in the way, he does not believe that it 
will ever be possible to prove either of 
these points experimentally. 

Novak himself champions the theory of 
metaplasia of the pelvic peritoneum as 
the origin of pelvic endometriosis. Stated 
briefly, he believes that since the celomic 
epithelium of the urogenital folds not only 
forms the germinal epithelium of the ovary 
and the follicular epithelium, but also 
becomes invaginated to form the lining of 
Mueller’s duct, the endometrium and endo- 
salpinx are therefore to be looked upon as 
mere modifications of the peritoneum, 
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and both peritoneum and germinal epi- 
thelium may at times show endometrial 
transformation, probably under the influ- 
ence of some endocrine stimulus. 

Somewhat allied to this is the theory 
that pelvic endometriosis is the result 
of developmentally misplaced Muellerian 
tissue, which is caused to grow by the same 
ovarian stimuli that regulate normal men- 
struation, and which spreads both by 
invasion and by transplantation. Both 
of these latter theories are tenable in view 
of the fact that the pelvis, as more than 
one writer has pointed out, is “a regular 
potpourri for tissue abnormalities of var- 
ious types.” 

Sampson’s explanation of endometrial 
tissue in the vulva, vagina and other dis- 
tant areas, a possible metastasis through 
lymphatics, must be dismissed as merely 
speculative, since he himself admits that, 
although it is theoretically possible, he 
has never demonstrated endometrial tissue 
in a lymph gland. 

Endometrial transplants in abdominal 
scars can be explained by none of these 
theories. The hypothesis of tissue rests 
cannot be entertained inasmuch as the 
abdominal wall is devoid of such structures, 
and the theory of peritoneal inclusions is 
equally untenable, because, as Lemon and 
Mahle® point out, if it were true, adeno- 
myomas other than those of the uterus 
could be identified after operation. The 
most probable origin of endometriomas 
in this location is undoubtedly trans- 
plantation or seeding, analogous to the 
seeding of carcinomatous tissue in the 
incision of an abdominal wound, as has 
been repeatedly observed after hysterec- 
tomy. Moreover, repeated laboratory work 
from that of Chiara in 1887 to Mahle’s 
recent studies, has shown that the condi- 
tions found in inflammatory tissue are 
ideal for the development of adenomyo- 
matous structures, and this requirement is 
fulfilled in the tissue reaction which takes 
place in the abdominal wall following 
surgical incision. It remains, therefore, 
only to fulfil the mechanical requirement 
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of bringing to this prepared soil, as it 
were, the peculiarly specialized mucosal 
epithelium. 

In operations where the uterus is opened, 
as cesarean section or myomectomy for 
submucous growths, such conditions are 
easily met, and it is easy to conceive that 
cells may be transplanted by the hands, 
the instruments and the sponges used, 
as well as by the dragging of the placenta 
over the edges of the incision. The interest- 
ing point, however, is that in less than a 
third of the cases of this kind recorded 
(the number is still less than fifty) did the 
endometrioma follow such a_ procedure. 
The bulk of the previous operations were 
supravaginal amputations, ventrofixations 
and suspensions. Since this is the case, 
I believe that Judd’s theory that the trans- 
plantation occurred by means of the needle 
and suture material dragging through the 
endometrium and bringing fragments of it 
to rest in the abdominal musculature is 
substantially correct. Novak is unwilling 
to accept the theory at its face value on 
the ground that the very infrequent occur- 
rence of endometriomas, as compared with 
the many thousands of laparotomies per- 
formed yearly, makes it unreasonable, 
although he admits that since virile endo- 
metrium is involved, the same objections 
cannot be raised here as may be invoked 
against the Sampson regurgitation theory. 
In my own opinion Judd’s theory is more 
logical than Novak’s i.e., that these growths 
in the abdominal wall originate from celom- 
derived peritoneum, with the irritative 
effect of the cicatricial tissue playing a 
part in stimulating the ectopic differentia- 
tion process. I might add that I know of 
two cases following cesarean section here 
in New Orleans, which have not yet been 
reported. 

The clinical symptoms of endometriosis 
vary, of course, according to the location 
of the lesion, but in general we may say 
that pain is constant, and, if the history be 
traced backward, so to speak, it will be 
found to be almost invariably of a periodic 
character, and usually coincident with 
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the menstrual period. Acquired dysmenor- 
rhea is a striking feature in most cases, 
and various irregularities of the menstrual 
flow are also present. If the bowel is invol- 
ved, there may be symptoms of periodic 
obstruction, gaseous distention, rectal 
tenesmus and various gastric disturbances. 
The condition naturally occurs only in 
women, and only during the childbearing 
period. For some reason, repeated preg- 
nancies seem to confer a species of immun- 
ity, as does pelvic inflammatory disease, 
whether of puerperal or specific origin. 


Fic. 1. Sections of scar excised from abdominal wall, showing endometrial transplants. 





Pathologically the gross characteristics 
are always similar, except that in the 
ovaries, because of the original structure 
of the gland, the formation of cystic 
cavities filled with thick, chocolate-colored 
blood is most notable. Adenomyomas of 
the uterus and endometriomas of the 
abdominal wall bear a marked resemblance 
to each other. Section of such a tumor 
shows whitish bands of stroma running 
through it, with cystic spaces which contain 
a dark, tarry, chocolate-colored fluid, the 
remains of old hemorrhage and of mucus 
secreted by the glands. The stroma itself 
is made up of fibrous connective tissue, 
with bands of smooth muscle, which are 
easily stained, and also bands of striated 
muscle. The epithelium which lines the gland 
spaces is mostly columnar or cuboidal in 
type, while the glands themselves retain 
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the normal appearance of uterine glands. 
Occasionally the gland spaces enlarge and 
form large cystic cavities, probably as 
the result of pressure on their lumen from 
other tumors and the impossibility of 
discharging their contents; these cavities 
contain remnants of old blood, desquam- 
ated epithelium, and mucus and cell débris. 


DIAGNOSIS 


The diagnosis, unfortunately, is very 
frequently not made until after operation 
and microscopic examination, and then, in 





retrograde examination, as it were, it is 
usually very clear. That is, the periodicity 
of the symptoms, which is the truly pathog- 
nomonic point, is seldom or never realized 
by the patient and is therefore not empha- 
sized by her unless it is specially elicited 
by the surgeon in his questioning. When, 
however, the history is reviewed in the 
light of the laboratory findings, this point 
is made clear and the typical history is 
established. If the history is definite and 
the pelvic findings are clear, the diagnosis 
of course is apparent. Grossly, if the 
uterine tumor, pelvic growth or abdominal 
scar under suspicion shows small, cystic 
cavities containing chocolate-like material, 
the diagnosis is fairly certain. It is inter- 
esting to observe that a pathologist of 
Ewing’s ability states quite without quali- 
fication that he would be willing to accept 
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as endometrial transplants those cases in 
which the structure is typical, in some 
instances even without the presence of 
endometrial stroma, if the clinical history 
indicates that some violence has been done 
to the endometrium or tubal mucosa that 
could reasonably account for a transplant 
or misplacement. On the other hand, he 
would be cautious in interpreting many 
of the simple epithelial rests in the 
pelvis as endometrial, even when endo- 
metrial stroma is present, without a 
definite clinical history. 


TREATMENT 


That the treatment of this condition is 

essentially surgical is fairly well estab- 
lished although just how radical it should 
be is still a matter of debate. Since the 
progress of the growth depends entirely 
upon the activity of the ovarian hormone, 
oophorectomy would seem to be the logical 
course, and certainly, if the process is in 
any way extensive, and particularly if 
the patient is advanced in years, no other 
procedure should be considered. In younger 
women, on the other hand, conservatism 
should be practiced whenever possible, 
even at the risk of a second laparotomy. 
Isolated growths in the vulva, groin, 
umbilicus, abdominal wall and _ similar 
locations should be removed as completely 
as possible. Growths that are invading 
the rectal and intestinal wall should usually 
not be touched, since the consensus of 
opinion and experience is that after abla- 
tion of the ovaries they will regress spon- 
taneously. As far as I can judge from the 
literature, only one or two cases are on 
record in which this has not happened and 
the growth has continued to advance. 
While malignant changes may occur in 
the ectopic tissue, careful observation 
following a conservative operation will 
eliminate most of the dangers from this 
source. 

The status of radium in the manage- 
ment of endometriomas is not yet clear. 
In younger women there can be no indica- 
tion for its employment; surgery obviously 
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is the more conservative procedure, par- 
ticularly when we recall the stormy meno- 
pause which early irradiation may pro- 
duce. On the other hand, if the patient is 
near the menopause, it may perhaps 
be of value, provided the usual contra- 
indications to its employment are borne 
strictly in mind. 

In conclusion, while up to the present 
time endometriomas have been largely 
considered the business of the gynecologist, 
it would seem, in view of the many 
locations in which they may be found, 









































Fic. 2. Section of scar excised from abdominal wall, 
showing endometrial transplants. 


that surgeons should become familiar 
with them also. There is no question but 
that they have opened a new chapter 
in the study of neoplasms in the appendix 
and bowel particularly, and Seelig® wisely 
points out that in them probably lies the 
explanation of many cases that have 
hitherto been loosely diagnosed as carcin- 
oma, and for which much unnecessary 
surgery has been done. Moreover, the 
possibility of the transplantation of endo- 
metrial cells at operation should lead, 
as Ewing warns us, to greater care in 
avoiding what he vividly terms “mechan- 
ical insults” to the pelvic organs. 


CASE REPORT 


Mrs. W., white, aged thirty-eight years, 
consulted me in March, 1926, for a painful 
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abdominal scar. Her previous history was 
negative except for a supravaginal amputa- 
tion done eight years before; she had no idea 
why it had been done, and we have never been 
able to locate the original record. Shortly 
after the wound had healed the scar began to 
hypertrophy, and from that time at intervals 
small cystic cavities repeatedly formed, from 
which sanious fluid was evacuated. The 
operating surgeon concluded that the suture 
material was responsible for the condition, 
but repeated local treatment produced no 
amelioration of the symptoms. The pain was 





Fic. 3. High power view of section of scar excised from 
abdominal wall, showing cross section of glands and 
epithelial lining. 


at times severe, of a stabbing character, and 
the fluid had a somewhat foul odor. 

When I first saw her, examination disclosed a 
rather wide abdominal scar, extending from 
the umbilicus to the symphysis pubis, which 
was swollen and seemed somewhat turgid. As 
I did not believe that the theory of stitch 
abscess was a rational one, in view of the fail- 
ure of the previous treatment, I excised the 
entire scar under local analgesia, and closed 
the wound according to the usual technique 
for laparotomy. Routine laboratory examina- 
tion of the excised scar brought back the 
report of an endometrial transplant. In the 
light of this, the physical findings and history 
were quite typical, and the retrograde question- 
ing, to which I have referred, brought from 
the patient the information that the pain and 
swelling in the scar were periodic, and in all 
probability coincided with the times her men- 
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struation might have been expected to occur. 
During the ten months since operation there 
has been no recurrence of the symptoms. 
Unfortunately the history does not enlighten 
us as to whether or not the ovaries were 
removed with the uterus, and this could not 
be determined by pelvic examination. They 
probably were not, however, and if thetrouble 
should recur, through failure to remove the 
growth in its entirety, I believe a single appli- 
cation of radium would be the wisest policy. 


SUMMARY 


1. The history of ectopic endometrial 
tissue dates from the work of Cullen on 
uterine adenomyomas in 1895 to the papers 
of Sampson in 1921 and succeeding years. 

2. To date, misplaced endometrial tissue 
has been identified in fourteen different 
locations, principally pelvic. 

3. Of the various theories invoked to 
cover its origin, no one is applicable to all 
types; most notable are the menstrual 
regurgitation theory of Sampson, the 
theory of metaplasia of the pelvic peri- 
toneum, the theory of developmentally 
misplaced Muellerian tissue, and the 
direct transplantation or seeding theory. 

4. The clinical symptoms vary according 
to the organ involved, with pain, partic- 
ularly of a periodic type, almost constant, 
and the most characteristic finding is 
cystic cavities filled with thick, chocolate- 
colored blood. 

5. Diagnosis is seldom made until after 
operation, when the characteristic gross 
and microscopic findings lead to a repeated 
study of the history, in which the periodic- 
ity of the symptoms is elicited. 

6. Since these new growths are depend- 
ent upon the ovarian hormone for their 
development, surgical ablation of the 
ovaries is the logical course, although in 
young women conservatism is advised. 
The exact status of radium is not yet 
clear. 

7. In view of the many locations in which 
ectopic endometrial tissue has been identi- 
fied, particularly the appendix and various 
portions of the intestines, it would seem 
incumbent upon the general surgeon as 
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well as the gynecologist to acquaint him- 
self with the pathology and management 
of the condition. 

8. A case is reported of endometrioma 
in the abdominal wall, following supra- 
vaginal hysterectomy. 
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HE discharge at the nipple of blood or bloody fluid 


does not mean that an associated breast tumor is 


malignant. It does mean, however, a ductal growth 















that may be or may become cancerous; and it is always 
a source of surgical anxiety. The safest course is to 
remove the tumor and, if sections of the growth leave 
any doubt, to remove the breast radically. 


ARCINOMA rarely if ever develops in an encap- 


sulated mammary adenoma. 


REASTS that bear a mass accepted clinically as 

benign, or that have borne a mass accepted his- 

tologically as benign, should nevertheless be kept under 
periodic observation. 


IBROCYSTIC masses in the breast may cause so 
much mental distress or so much pain that their 
enucleation becomes justifiable. 








N the 22 cases on which this com- 

munication is based the dosage of 

radium in each was 1800 milligram- 
hours. Of this series the youngest patient 
was thirty, the oldest fifty-six, 9 were over 
forty and g were under forty years of age. 
The last of this series was done over a year 
ago, which enables us to see the end-results 
which were perfectly satisfactory. Ewing 
maintains that 50 per cent of all women 
over fifty years and 20 per cent of those 
over twenty-five years have fibromyomas. 

Often fibromyomas that have for years 
remained stationary start to increase in 
size, sometimes rapidly at the menopause. 

Formerly it was considered that fibro- 
myomas the size of a four months’ 
pregnancy were best cared for surgically 
but reports by prominent radiotherapists 
indicate a strong tendency to go beyond 
this limit. 

Occasionally the pathologist fmds in 
the center of fibromyomas proliferation 
showing beginning or quite well-advanced 
sarcoma. This condition may not be 
reached when radium is used although 
sarcoma in the uterus yields readily to 
the influence of radium. 

Radium is said to be contraindicated 
where there is fixation of the uterus or 
evidence of old pelvic trouble, but I think 
the absorption from the tissues acted upon 
by the radium is quite as often the cause of 
infection shown by tenderness with eleva- 
tion of pulse rate and temperature. 

In none of the cases here reviewed was 
there acceleration of pulse or temperature 
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except very slightly and this, except in 
one case, was due to the radium and bloody 
fluid shut up in the uterus, for I always 
fasten the radium in the uterine cavity. 
Whatever rise in pulse rate or temperature 
there was disappeared at once on removing 
vaginal tampons and the radium. 

Some two years ago I was asked, in 
reizrence to using radium in treating 
fibromyomas of the uterus: “May not a 
focus of partially devitalized tissue with 
altered blood supply favor malignant 
changes and would not fibromyomas be 
best cared for surgically?” Certainly it 
behooves us to follow our cases carefully 
to determine whether malignancy may 
not at times follow the use of radium or 
roentgen rays. 

At the time radium is used for menor- 
rhagia or metrorrhagia a careful examina- 
tion is made by rectum under ether and 
the cervix and uterus are thoroughly cur- 
etted with a Sims’ sharp curette. All tissue 
removed is examined by a pathologist. 

The following shows the importance of 
curetting in every case and having the 
curettings examined. Two cases were 
sent into the hospital with fibromyomas 
for radiation. One was a very bad operative 
risk. In this case the pathologist found 
beginning adenocarcinoma at the base of a 
polyp just within the external os. Seven 
hundred milligram-hours of radium were 
used inside the cervix every three days for 
four doses. In this case the radium was 
fastened so as to extend just outside the 
external os. 
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In the other case with a fibromyoma in 
the anterior wall of the uterus the curet- 
tings showed adenocarcinoma of the cervix. 
Radium was used as above and six weeks 
following the first radiation a total hys- 
terectomy was done. After careful and 
repeated examinations by the pathologist 
no evidence of carcinoma was found in 
the uterine body or cervix. At the time of 
curetting a probable diagnosis was made 
of carcinoma in the left side of the cervix 
just below the internal os. On opening 
the uterus at the time hysterectomy was 
done an excavation the size of a kidney 
bean was found in this location. In this 
case the radium was fastened so as to 
extend just beyond the internal os. The 
mortality after radiation for fibromyo- 
mas was nil. 

After radiation the stay in the hospital 
averages forty-eight hours. 

There is a recognized mortality of 5 
per cent following supravaginal hysterec- 
tomy for fibromyomas. 
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After hysterectomy the stay in the 
hospital averages three weeks and it is 
six months before the patient is really 
herself again. In only 3 cases was it neces- 
sary to use the radium more than once. 

The results following the application of 
radium inside the uterus depend on the 
extent and depth of underlying tissues 
acted upon by the radium. The destruc- 
tion of the endometrium by the radium 
plays an important part in the cessation 
of menstruation. 

Where a supravaginal hysterectomy is 
done and one or both ovaries are left, in 
order that menstruation may continue, 
some of the uterine body just above the 
cervix must be left or there will be no 
menstruation. I have had this fact demon- 
strated to me several times. In the spaying 
of a bitch both uterus and ovaries are 
removed, otherwise she will regularly 
come in heat. I believe the amenorrhea 
produced by radium is due in great meas- 
ure to its action on the endometrium. 
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THERMOGENIC SYSTEM* 
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HIS session coincides with the 
twenty-fifth anniversary of the ap- 
pearance of my work on the Internal 
Secretions, the first book published on the 
subject. Your courteous invitation to 
address you, therefore, affords me the 
opportunity of submitting evidence to the 
effect that the views submitted therein 
have not only stood the test of time, but 
also that they can do much to extricate 
endocrinology from the maze of discordant 
theories into which it has fallen. Another 
feature, one upon which I shall lay special 
stress, is that in reality the ductless glands 
do not play secondary individual réles in 
the body as now believed, but are constitu- 
ent parts of a great biochemical system 
which carries on the life process itself. 
While the whole medical field is suffering 
from the present endocrinological short- 
comings, the study of goiter is also deeply 
obscured by it. Any serious effort to 
ascertain the cause of this state of things 
in order, if possible, to remedy it, soon 
reveals its underlying defect. Briefly, it is 
the prevailing obscurity concerning the 
fundamental functions of the true ductless 
glands. I have always urged that these 
organs collectively constituted a functional 
mechanism at least as important as any 
in the body, the respiratory, digestive and 
nervous systems, for instance. It is to the 
neglect of this fact that investigators owe 
the present obscurity in all endocrinological 
questions. 
Many will doubtless recall that the late 
Professor Halsted,! of Johns Hopkins, 


hardly twelve years ago, after studying the 
many fatalities attending the surgical treat- 
ment of goiter when the thymus compli- 
cates the process, concluded, to quote his 
own words, that “it must be evident to 
everyone that there reigns the greatest 
confusion on the subject of the functions 
of the glands of internal secretions.” 
It was this same confusion which inspired 
the sworn statement of Dr. Woodyatt, of 
Chicago, during a memorable trial less 
than two years ago, that the present 
knowledge of the internal secretions could 
be compared “to darkest Africa before 
Stanley went in.” 

Special workers in the endocrinological 
field are no less explicit. This was shown by 
a series of articles published towards the 
end of 1924 in the Journal of the American 
Medical Association. Concerning the thy- 
roid, Reid Hunt? held that “‘the mode of 
action of iodine in the thyroid is not 
known.” Boothby and Plummer* also 
wrote that “the exact physiochemical 
status of thyroxin as it leaves the thyroid 
is not known.” As to the adrenals, Hooker‘ 
declared that “‘epinephrin is not essential 
to life’ and that while the cortex is, 
“nothing is known definitely about its 
physiology.” Concerning the pituitary 
body, Howell,® of Johns Hopkins, recalling 
that French and American investigators 
had obtained results attributed to its 
“supposed secretion” by causing lesions 
above this organ, questioned the validity 
of present teachings. Swale Vincent,® 
of London University, alluding to these 


* Read, by invitation, at the Annual Meeting of the American Association for the Study of Goiter, Phila- 
delphia, February 1, 1927. 
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experiments in the last edition of his book, 
also pointed to the need of “‘a reconsidera- 
tion of our whole attitude in relation to the 
pituitary body.” Macallum’ denied precise 
knowledge of the different functions of the 
various cells in the parathyroids and ques- 
tioned the soundness of the methylguanidin 
theory as a cause of tetany. As to the 
ovaries, Carlson® recalled that “none of 
the various hormones had been isolated” 
and expressed doubt as to whether “any 
of the ovarian functions could be main- 
tained by substitution theory.” The other 
endocrines, including the thymus, gener- 
ally deemed of negligible import, were 
ignored. Books published during the year 
1926 as vividly portray the same confused 
state of the subject as a whole at the pres- 
ent time. 

If these estimates of the actual status of 
endocrinology represented the true situa- 
tion, it could be truthfully said that the 
history of Medicine does not contain 
such a discouraging aggregate of scientific 
failures. As to its effects on Medicine as a 
whole, I could write a volume illustrating 
the innumerable pitfalls into which it is 
leading all branches of practice. 

From my viewpoint, the prevailing 
confusion concerning the functions of the 
endocrine organs does not represent the 
true situation. A moment’s thought will 
suggest the utter fallacy of accepting with 
equanimity what amounts to virtual defeat 
in a line of research to which at least thirty 
thousand close observers, including over 
three hundred investigators of the first 
order in all parts of the world, have 
devoted their best endeavors during the 
three-quarters of a century since the 
internal secretions began to be studied 
scientifically. 

What then is the true state of things? 

I would fail in my duty to suffering 
mankind and to the profession to which 
I have devoted fifty years of my life did I 
not frankly state that my own research, far 
more profound, widespread and prolonged 
than is now deemed necessary to prove 
any question, based as it was on what is 
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now known as the “synthesis of sciences” 
system, endows all the serious work on 
endocrinology with its true and inestimable 
value. Indeed, it converts the work done 
on the subject into a vast treasure house of 
knowledge out of which a true science of 
endocrinology, which will mean the science 
of physical life, can be evolved. Nor do I 
hesitate to predict that it will prove helpful 
in its development of Medicine as a whole, 
when it will have received the benefit of 
cooperative study of all medical workers, 
beyond any estimate possible at the 
present time. 

Indeed, the profession at large does not 
seem to realize how deficient are the 
prevailing teachings, even in these days of 
great progress, concerning questions of 
the highest import in our daily work. The 
very essence of all tissue life and inciden- 
tally of disease, the manner in which 
oxygen carries on its all-important func- 
tions in our tissues, is still admittedly 
unknown. How then explain fever, the 
destructive influence of hyperpyrexia on 
life, hemolysis and autolysis, the funda- 
mental death-dealing factor of the most 
fatal diseases, pulmonary, cardiac, vascu- 
lar, hepatic and renal, of our day? All these 
processes and many others, sleep, even, are 
still mooted questions which are met by 
pure conjectures. The manner in which 
nerves generate their impulses has also 
remained obscure. How, in these condi- 
tions, does one account satisfactorily for 
morbid processes in mental and nervous 
diseases, a field so unsatisfactory at the 
present time even to its sponsors? 

Another feature of commanding impor- 
tance in this connection is the prevailing 
belief that the endocrine secretions, irre- 
spective of glandular diseases such as 
Addison’s disease, exophthalmic goiter, 
etc., are invariably benign as regards their 
systemic effects. I have often emphasized 
that they could become extremely harmful 
and even cause death. Your president, 
Dr. Goetsch, has been so impressed with 
the damage to pulmonary tissues that an 
overactive thyroid can produce that he 
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has advocated partial thyroidectomy to 
check the morbid process. Indeed, further 
study of this question will reveal that even 
though the purpose of glandular over- 
activity be defensive, it becomes a prolific 
cause of death when certain limits are 
exceeded. All this is overlooked in present- 
day medicine. 

The innumerable shortcomings of which 
this brief summary affords but a limited 
idea might be taken to mean that physiolo- 
gists, pathologists and other investigators 
have not done their utmost to enlighten us 
clinicians in knowledge so essential in our 
working field. Nothing could be more 
unjust. In truth, their painstaking efforts 
have been so handicapped by the absence 
in their lines of inquiry of the foundation 
which the ductless glands alone afford 
that the true value of their labors could 
not come to light. 

I have been working three years on a 
treatise which will coordinate present 
knowledge in medicine with what the last 
twenty-five years have contributed to 
confirm my views. I did not hesitate to 
undertake this task, because all the litera- 
ture of endocrinology, both pro and con, 
have concurred to supply the necessary 
confidence. Not only has experimental 
evidence from all sides, though sterile in all 
other directions, found a ready nidus in 
the views I have formulated, but, as suc- 
cinctly expressed by Dr. George W. Crile 
at the Congress of Anesthetists of 1925, 
it is becoming clear, even in the opinion of 
physiologists to whom he had spoken, that 
modern investigations were serving only to 
confirm the soundness of my inierpreta- 
tions. Researches designed to test them 
by Menten and Crile,? and others, led 
to similar results. I might mention, among 
these, the two years’ research at the Wistar 
Institute by its able physiologist, Dr. 
Frederick S. Hammett, who at the 1925 
meeting of the Association for the Study 
of the Internal Secretions stated that his 
work had fully confirmed the predominant 
functions in the body I attributed to the 
adrenals. 
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FUNCTIONS OF THE ENDOCRINES 


What then are these fundamental func- 
tions of the endocrine organs or ductless 
glands? 

The dominant and fatal error of our day 
in this connection is that of considering 
any ductless gland as a functional unit, 
working independently of any other endo- 
crine organ. In truth, from my viewpoint, 
all true endocrine organs are members of a 
single great system which sustains the life 
process itself in all tissue cells by providing 
them with heat energy. Unitedly, there- 
fore, they form what I have termed the 
‘thermogenic system.” 

This function, I may recall, is at present 
admittedly unknown. Ever since the dis- 
covery of oxygen, nearly a century and a 
half ago, all that has been shown is that 
this element reaches our tissues. What this 
means to general medicine may be surmised 
from Prof. Halliburton’s statement, as 
recently as 1921, that “our knowledge of 
tissue respiration is so scant that we can 
say but little of its pathological bearing.” 
Again, several of the biochemical agents I 
have introduced after a comprehensive 
study are not referred to in textbooks as 
taking part in the respiratory process, even 
though found in all tissues by biochemists 
and histologists, and known to fulfill some 
important though obscure function. 


ROLE OF THE ENDOCRINE ORGANS IN THE 
THERMOGENIC SYSTEM 


How are the various endocrine organs 
grouped so as to form the thermogenic 
system, and what is the réle of each organ 
in that system? 

The organs which actively contribute 
to the heat-producing process are the 
adrenals, the thyroid and the parathyroids. 

1. ADRENALS. The adrenals contribute 
three substances. Their medulla secretes 
an oxidizing, catalytic enzyme that I have 
termed adrenoxidase, forming part of 
the hemoglobin molecule, the active prin- 
ciple of which is the familiar epinephrin 
or adrenalin, and which takes up the oxy- 
gen from the air in the lungs. Their cortex 
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contributes two substances: (a) lecithin, 
a lipoid or waxy phosphatid containing 
nearly 4 per cent of phosphorus (which 
occurs in-the heart as cuorin and in the 
brain as cephalin) and which when oxidized 
by the oxidizing enzyme adrenoxidase 
liberates heat and is therefore the true 
thermogen; (b) cholesterin, or better chol- 
esterol, since it is a monatomic alcohol, 
serves to moderate the thermogenic activ- 
ity of lecithin and thus keep the heat 
energy that this lipoid liberates within 
physiological bounds.. 

These three agents are taken up by the 
red corpuscles while the blood passes 
through the adrenals, and are found in 
these corpuscles as well as in all tissue 
cells. 

2. THyrow. The thyroid contributes 
what I termed thyrotodase (1907) in 
which iodine, its active agent, is endowed 
with catalytic properties by the admixture 
of the catalytic oxidizing enzyme adrenoxi- 
dase previously referred to. Kendall’s 
thyroxin (1914) is the active principle of 
thyroiodase. The function of thyroiodase 
is to activate thermogenesis and thus to 
accelerate metabolism, and oppose the 
inhibiting action of cholesterol. Its iodine, 
rendered catalytic by its associated 
oxidizing enzyme, fulfills this function by 
increasing the sensitiveness of the lecithin- 
phosphorus of the tissue cells and certain 
. fluids to oxidation. 

The thyroid secretion, including its 
iodine in organic combination, is also 
found in all soft tissue cells. 

3. Paratuyroips. The  parathyroids 
contribute a secretion which by combining 
with the hormone of the thyroid, thus 
constituting what I have termed para- 
thyroiodase, further increases its power 
to render the phosphorus of the lecithin 
more sensitive to oxidation and thus raise 
its thermogenic action to greater efficiency. 
Its purpose is to insure hydrolytic cleavage 
of highly resistant toxins, and likewise the 
spasmogenic intermediate wastes of metab- 
olism, and also to provide for the forma- 
tion of calcium phosphate in the bones 
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and other tissues. Waldemar Koch," of 
Chicago, having shown that calcium 
becomes insoluble and is precipitated when 
lecithin is withdrawn from the blood, a 
result due to deficient heat energy, the 
parathyroid hormone as activator of leci- 
thin takes an active part in bone upbuild- 
ing and repair. 

4. THymus. The thymus is another 
gland that from my viewpoint is concerned 
with thermogenesis. But it is only an 
accessory gland, which functions during 
development to provide the excess of 
lecithin required by all tissues, the cerebro- 
spinal system and skeleton particularly, 
during that period. The lecithin is supplied 
to all tissues by their special leucocytes, 
whose nucleins owe their activity to their 
lecithin content. 


GOVERNMENT OF THE FUNCTIONS OF THE 
THERMOGENIC MECHANISM 


How are the functions of the thermo- 
genic mechanism, which includes, we have 
now seen, the adrenals, thyroid, para- 
thyroids and, in the developing child, the 
thymus, governed? 

In 1903 and 1907!* I submitted that the 
functions of the pituitary body included 
that of liberating nervous energy; that this 
gravitated in nerve paths up to the great 
basal nuclei in the tuber cinereum, and 
thence backward and downward to the 
bulb, spinal cord and sympathetic nerves 
to, among other structures, the various 
ductless glands. Time has sustained this 
conception. Briefly, the pituitary body is a 
powerhouse for the production of biochemical 
nervous energy used by the great nuclei or 
ganglia in the floor of the third ventricle. 

The enthusiasm which led even investi- 
gators of the first order, at one time, to 
visualize internal secretions practically 
everywhere in the body, led them to 
accept with avidity the assumption that the 
pituitary body also contributed one or 
more of such secretions. But the tide has 
so decidedly turned, that I can safely urge, 
after a comprehensive and impartial review 
of the whole subject, that the secretion 
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theory be abandoned as misleading. This 
does not mean that pituitary preparations 
are valueless; far from it, but they should 
only be regarded as_ pharmacological 
agents. 

As previously stated, French, American 
and South American investigators have 
obtained many effects attributed formerly 
to the so-called pituitary secretions, by 
practicing slight lesions on the basal tissues, 
above the pituitary body. If one notes the 
positions of these lesions, one will find that 
they are all situated in the tissues through 
which I had traced nerve paths from the 
above mentioned nuclei to the adrenals, 
thyroid and parathyroids, the endocrine 
organs directly concerned with thermo- 
genesis. Again, this same nuclear area has 
been found by physiologists to contain 
heat centers, experimental punctures 
through the mouth but penetrating only 
to the nuclear area having been found 
to provoke thermogenesis and persistent 
fever. 


PURPOSE OF HEAT ENERGY 


Yet heat production represents but a 
phase, though an all-important one, in 
metabolism. What is the purpose of the 
heat energy liberated by the thermogenic 
system? 

All tissues owe their vital activity to the 
enzymes they contain. As Mendel has so 
well said: “Enzymes are no longer thought 
of exclusively as agents of the digestive 
apparatus; they enter everywhere into the 
manifold activity of cells in almost every 
feature of metabolism.” I would recall, 
however, that enzymes are active accord- 
ing to the heat, up to certain limits, to 
which they are subjected. It is the function 
of the thermogenic system to provide this 
heat. Regulated as it is by the basal 
pituitaro-nuclear mechanism it supplies 
the heat energy necessary to enable the 
tissue enzymes, trypsin, lipase, and others, 
to subject the ultimate food products in 
the tissue cells, to hydrolytic cleavage. 
When the heat energy liberated exceeds 
certain limits, the cleavage includes waste 
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products, i.e., catabolism; when still more 
heat is liberated and fever is noted, the 
cleavage process includes toxic wastes, 
bacterial toxins and other harmful agents 
vulnerable to hydrolysis. Briefly, the endo- 
crine organs, which constitute the thermo- 
genic system and the tissue enzymes, jointly 
sustain life and defend 1t. 


APPLICATION TO GOITER CASES 


The bearing of all this upon the patho- 
genesis of goiter now suggests itself. While 
affording a rational basis for its medical 
treatment, it also indicates, we shall see, 
how this can be done without interfering 
with surgical success, should operation 
become necessary. Concerning my own 
results in the large number of cases of all 
forms I am called upon to treat I will only 
state that they are such as to warrant 
my recommending the measures outlined 
below to my fellow clinicians, letting them 
judge of their value and add, wherever 
possible, to their efficiency. 

The present tendency is to use iodine 


indiscriminately, a dangerous practice. 
Experience in the hands of discriminating 
practitioners tends increasingly to show 
that while it is of undoubted value prepara- 
tory to operative treatment (by avoiding, 


from my viewpoint, secondary failure 
of the adrenal mechanism), in the treat- 
ment of goitrous disorders without opera- 
tion it is harmful. It may benefit the 
patient temporarily (because, as I interpret 
its action in this connection, it antagonizes 
a causal toxemia) but, after a time, all the 
symptoms return in an exaggerated form. 
The medical treatment on rational lines 
then becomes far more difficult, as my own 
experience with such cases has shown. 
Besides, iodine as employed by the general 
practitioner is a frequent source of hyper- 
thyroidism where none would have devel- 
oped without it. 

Far safer in the hands of the practitioner 
is a method which might be termed 
intrathyroid vasoconstriction, based on 
sound physiological principles and exten- 
sive experience. As shown by Claude 
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Bernard, the activity of an organ is 
proportionate with the volume of arterial 
blood circulating through it. Hence a goiter 
is a thyroid gland which receives an excess 
of arterial blood. If, therefore, we constrict 
its arteries in any way, we reduce both its 
functional and proliferative activity, as 
well as its size. This applies to any form of 
goiter, excepting those in which the 
morbid structure is such as to have lost 
the nutritional influence of the blood: the 
hard nodular and fibrous goiters and all 
those which endanger life by causing 
pressure on the trachea including the large 
deforming goiters of long duration. All 
such are purely surgical, along with certain 
adenomas to be specified later. Goiters 
which extend under the sternum are 
contracted by ergotin, affording relief, 
while iodine is dangerous in such growths 
because it increases the colloid in them, 
thus causing enlargement and pressure 
symptoms. 

By far the best vasoconstrictor to use 
is the familiar ergotin, long employed by 
Huchard, Marinesco, Forchheimer, Shat- 


tuck and other prominent clinicians. But 
good results require a pure product and 


sufficiently large doses. When prepared 
by any reliable druggist according to the 
French Bonjean method, it is extremely 
effective. Its dose limits being wide, from 
1 to 8 grains, its action can be carefully 
graded. As some subjects are sensitive to 
its effects, particularly where the basal 
metabolism is low, it is best to start with 
1 grain three times daily, increasing the 
dose gradually, but watching the patient 
closely lest phenomena of excessive vaso- 
constriction, tingling, hyperesthesia fol- 
lowed by anesthesia, muscular cramps, etc., 
occur. It may be given, as advised by 
Forchheimer, with neutral quinine hydro- 
bromide, also a vasoconstrictor, in 3 to 5 
grain doses in salol-coated pills, if no 
cerebral symptoms be present, but if such 
exist the salicylates or the bromides are to 
be preferred as adjuncts. The pharmaco- 
dynamic action of intrathyroid vaso- 
constriction is comparable to gradual liga- 
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tion of all the small arteries supplying the 
gland: Gradually as its blood supply is 
being reduced it undergoes progressive 
starvation. 

I shall now review briefly the three 
dominant forms of goiter as interpreted and 
treated medically in the light of my views. 

ADOLESCENT GoITER. The true patho- 
genesis of adolescent goiter is now admit- 
tedly unknown. As I interpret it, however, 
it is due to somewhat delayed involution of 
the thymus. The resulting presence of an 
excess of nuclear lecithin in all tissues 
accelerates the basal metabolism, usually 
from normal to between +15 and +30, 
and causes a slight rise of blood pressure, 
some irritability perhaps and often acne, 
mainly over the shoulder blades. Toxic 
wastes being produced in excess, the thy- 
roid, if insufficient from any cause, becomes 
enlarged to provoke a defensive reaction 
in the manner described. They may cause 
death after thyroidectomy in persistent 
thymus. 

Thyroidectomy is contraindicated in 
adolescent goiter; so is iodine, for it causes 
colloid swelling of the growth. It is absurd 
to tell these young people, as some do, to 
“forget their neck.” Disfigurement is a 
punishment to them. The vasoconstrictor 
treatment will reduce the volume of 
arterial blood supplied to both the thymus 
and thyroid, while a small dose of desic- 
cated thyroid (14 grain) given with ergotin, 
in a capsule, thrice daily, will gradually 
relieve the thyroid itself of the need of 
overfunctioning. Occasionally foci of infec- 
tion, usually in the tonsils, are encoun- 
tered; any such require correction. A low 
meat diet favors recovery. 

ApENomaTous Gorter. While this con- 
dition is attributed, since Woefler’s work, 
to new acini from embryonal tissue, a very 
problematic origin, the fact remains that 
the vesicles, few or numerous, encapsu- 
lated or not, when fully developed do not 
differ histologically from normal ones, 
and function similarly. While nodular, 
they have the same tendency to produce 
hyperthyroidism, and _ their surgical 
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removal is followed by prompt lowering 
the basal metabolism. Moreover, adenom- 
atous tissue stores colloid and iodine, 
while, as Plummer states, various observa- 
tions make it probable that “the hyper- 
thyroidism associated with adenomatous 
goiter is due to excess of the normal active 
agent of the thyroid in the tissues of the 
body.” 

Interpreted from my viewpoint, these 
and other facts show clearly that the whole 
meshwork of theories which have been 
wound about this form of lobular goiter 
does not alter the fact that we are dealing 
simply with an overactive gland, but one 
occurring in the great majority of instances, 
in middle-aged people or in late adult life. 
Many sources of toxemia, such as repeated 
pregnancies in which the maternal and fetal 
wastes which tax heavily the thyroid gland, 
as shown by its frequent enlargement 
during pregnancy, menopause, pyorrhea 
alveolaris, carious and abscessed teeth, 
hepatic and gall-bladder disorders, consti- 
pation, etc., are thus added to those which 
expose young people to hyperthyroidism. 
In some of my cases, arthritis, arterio- 
sclerosis, asthma and other disorders trace- 
able to a toxemia prevailed simultaneously. 
Attention to these causal factors, which 
are sometimes attributed to the goiter, 
contributes to its recession. 

Thyroidectomy, now generally recom- 
mended, is an efficient resource doubtless 
in this form of goiter; it lowers the basal 
metabolism which is often very high 
and also the symptoms of hyperthyroidism. 
But these are only s.o.s. signals and the 
causal disorder is left to itself to cause 
resumption of the hyperthyroidism after a 
time through overstimulation of the 
remaining tissues. The medical treatment 
with removal of the causal disorder, if 
attainable, is more satisfactory, though 
slow, in the long run, especially if the 
vasoconstrictor treatment is also resorted 
to. These measures, with ergotin, will 
cause the goiter to shrink through denutri- 
tion, as even the nodules need blood to keep 
them filled. There is no operative or post- 
operative mortality to consider, while all 
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the physiologically normal portions of the 
gland are preserved. 

Adenomatous goiter yields to medical 
treatment when seen comparatively early 
but when long preceded by a benign 
goiter surgical treatment is to be preferred. 

EXOPHTHALMIC GoiTER. The treatment 
of this condition introduces various points 
which my views tend to elucidate. We have 
seen that while the manner in which an 
overactive gland is stimulated is unknown; 
this applies also, as Boothby and Plummer 
stated, to the chemical reactions carried 
out by thyroxin in the tissues. This is the 
crux of the whole question. 

The prevailing obscurity concerning 
the cause of thyroid overactivity is due 
to the fact that the old “detoxitory” 
theory, in virtue of which the thyroid 
itself intrinsically, or through a direct action 
of its secretion in the tissues, destroys poi- 
sons, has, and rightly too, been discarded. 
My own view has never been, and is not 
now, similar to that theory. 

Briefly, from my viewpoint, the thyroid 
secretion, be it thyroiodase or thyroxin, by 
increasing thermogenesis in all tissues, 
accelerates metabolism, both anabolism 
and catabolism, the latter phase including, 
by raising the hydrolytic power of enzymes, 
the cleavage of certain poisons. It is in this 
connection that absolute rest so greatly 
hastens recovery. By reducing the wastes 
due to exertion, it diminishes materially 
the defensive activity of the thyroid and, as 
a result, the overoxidation of the cardiac 
phospholipoid cuorin. 

This gives us not only an insight into the 
true pathogenesis of exophthalmic goiter, 
but also a key to its successful treatment. 
Here also the importance of focal infections 
must be fully recognized. Even the many 
cases due to mental stress, worry, sorrow, 
fear, shock as in automobile and other 
accidents belong to this category. They 
initiate and sustain in the cell bodies 
of the cerebral neurons, particularly, a 
shock which disturbs their molecular equi- 
librium and initiates the production of 
wastes of a highly toxic character. Con- 
comitantly they produce a shock—paresis 
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of all arterioles, causing general vasodilata- 
tion. Cases due to tonsillar or dental 
abscesses have been relieved in a few weeks 
in my practice merely by removal of the 
causal infection. Most cases, however, 
require months, sometimes many, before 
restoration of the neurovascular equilib- 
rium is restored. In all such the vaso- 
constrictor treatment is extremely effective 
by causing constriction of the arterioles of 
the entire body, besides those of the thyroid 
itself. All the symptoms gradually dis- 
appear, because the general constriction 
it produces not only reduces the produc- 
tion of the thyroid secretion but also the 
amount of lecithin admitted to the tissue cells. 

Again, we are furnished a clear explana- 
tion, with lecithin as the agent acted upon 
by the thyroid secretion, of the symptoma- 
tology of the disease. The cutaneous heat 
and the sweating, for example, are com- 
bined effects of the passive dilatation of the 
peripheral arterioles and of the excessive 
thermogenesis provoked. The exophthal- 
mos is also due to the general vasodilata- 
tion and the resulting postocular engorge- 
ment, for the vasoconstrictor principle of 
the adrenals is in reality the oxidized 
cortical lecithin. The diarrhea also results 
from this cause, the flux being due to 
passive dilatation of intestinal vascular 
supply. The fibrillary tremor is due to two 
causes: dilatation of the neural vascular 
supply and excessive oxidation of the 
neural lecithin, a third factor, muscular 
irritability from the same cause, partici- 
pating. The progressive emaciation is a 
normal result of the excessive oxidation of 
the lecithin in all tissues which entails the 
rapid hydrolysis of all fats. The tachy- 
cardia is also due to excessive oxidation 
of its physiological phospholipoid cuorin, 
which is practically similar to lecithin 
molecularly. All these morbid phenomena 
are gradually counteracted by administer- 
ing (1) lecithin, to compensate for the 
excessive consumption of this phospholip- 
oid in the tissues (which accounts for 
another symptom, the supernormal appe- 
tite) and (2) vasoconstrictor agents, ergotin 
notably, to constrict all arterioles, thus 
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limiting the thyroid overfunctioning and 
also that of the tissue cells. 

This paper being restricted to the medical 
treatment of goiter, many other resources 
of value, the roentgen rays, radium, elec- 
tricity, etc., are not discussed. I regard 
them, however, only as adjuvant measures. 

Finally, I would urge the treatment by 
intrathyroid vasoconstriction for another 
reason. While every effort should be made, 
regardless of the time required, to restore 
the thyroid gland to its normal functional 
condition, since, as we have seen, it is the 
physiological accelerator of metabolism 
and a participant in the defensive functions 
of the body, nothing should be done which 
might compromise the success of operative 
procedures should such become eventually 
necessary. This applies so eminently to 
the treatment I advocate that our dis- 
tinguished surgeon, Dr. John B. Deaver,"* 
has recommended the ergotin and quinine 
treatment as a preliminary measure to 
thyroidectomy. Nothing that I could say 
would more fittingly sustain my plea in 
this connection. 
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ALIGNANCY in the thyroid pur- 
M sues its devastating course to the 
same destructive end as elsewhere. 
The early diagnosis is desirable, but is 
very difficult, mmasmuch as the same 
symptomatology that we expect in malig- 
nancy is present also in other types of 
goiter, particularly adenomas and colloidal 
goiter. The gland is hard and nodular in 
malignancy, but the differentiation be- 
tween these nodules and those of adenomas 
or small cysts is clinically difficult. We 
expect loss of weight and cachexia in malig- 
nancy over a period of time, but we see 
the same symptoms in toxic goiter. So close 
is the similarity between malignancy of the 
gland and toxic adenoma, that in most 
instances malignancy cannot be definitely 
diagnosed before operation, at least in the 
early cases, and the difficulty is made 
harder, inasmuch as the two are found so 
often together. We have always found can- 
cer in the presence of thyroid disease of 
other types and never in the absence of it. 
This seems to be consistent with malig- 
nancy in general, in that irritation of tis- 
sue, with hereditary tendency toward 
cancer, causes its onset. The thyroid is 
chronically irritated by the causative fac- 
tor of goiter with the result that in people 
in whom cancer can develop, the malig- 
nancy appears. The proper time and treat- 
ment of malignancy, wherever found, are 
complete removal when first seen, except 
when the disease is already widespread. The 
problem is unusually difficult, because many 
individuals who would apply for aid to the 
surgeon at once if they suspected cancer, 
are misled by the appearance of the thyroid 
into believing they have a simple goiter, 
and with the lack of severe toxicity, many 
procrastinate in having the thyroid removed 
until metastases have developed. 


Fortunately, cancer of the thyroid is 
generally slow in developing and metas- 
tasizes much slower than in the breast or 
stomach, and so the disfigurement will 
occasionally bring a patient to the oper- 
ating table in time to remove the tumor 
safely. It is a sad commentary that physi- 
clans many times will attempt to treat 
these cases medically in spite of the fact 
that diagnosis is either adenoma or malig- 
nant growth, in either case the condition 
being unequivocally surgical. Education 
of both physicians and patients to have all 
goiters in which nodules appear removed 
early seems the only way of getting them 
removed before cancer develops. The 
patients that have the best chance of recov- 
ery from malignancy are those in whom 
the diagnosis has not been made before 
operation and is found on sectioning the 
gland. These will, in a large percentage, 
recover and have few recurrences if radical 
removal is done, particularly if the nodules 
are encapsulated and the blood vessels and 
stroma are free from cells. After the cancer 
has broken through the capsule by direct 
extension or through blood vessels, or by 
lymphatics, no matter to what slight 
degree, further extension is assured. I do 
not know of a cured case in which the 
diagnosis was made before operation. 

Cancer starts often in the nodules of fetal 
adenoma. In a recent address at Toledo, 
Crile stated that he now has three gener- 
ations of patients in which the thyroid 
gland has been observed and treated, both 
medically and surgically, and that these 
adenomas can be definitely eradicated 
from the child by the administration of 
iodine to the mother before pregnancy 
occurs. If suitable quantities of iodine are 
given, no fetal inclusions will develop. This 
shows us the way to the elimination of 
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much of the irritation in the gland and the 
method of prevention of the cancer-origi- 
nating process in the thyroid. With this 
care being taken more generally, with edu- 
cation for eariy surgery in this type of 
disease, and with whatever the future may 
bring in the way of cancer treatment, we 
may hope for the best results in treatment. 

None of my cases of carcinoma has 
developed in true Graves’ disease, nor can 
a careful search of the literature bring forth 
an authenticated case of such a develop- 
ment. If toxic adenoma and Graves’ disease 
are separate entities then occasionally 
there occur the two conditions in the 
patient at the same time, in which instance 
it is possible for carcinoma to develop syn- 
chronously with Graves’ disease in the 
same gland. Carrel-Billard in 1900 reported 
in regard to thyrotoxicosis developing with 
metastases that exophthalmos had devel- 
oped after metastases and not before. I 
have not seen this statement elsewhere. If 
this were true, it would substantiate 
Graham’s theory that there is no essential 
difference between toxic adenoma and 
Graves’ disease. There would occur the 
situation of a Graves’ disease developing 
out of a toxic adenoma. 

All carcinomas have come in cases in 
which an early colloidal goiter was present, 
or in which a nodule could be felt. Recur- 
rence may be very slow, coming in some 
cases after five years, which period there- 
fore cannot be considered a safe limit. 

Where the metastases are massive in 
other parts of the body, even with a com- 
plete thyroidectomy symptoms of thyro- 
toxicosis occur, demonstrating that the 
thyroid type of cell is metastasizing, 
developing toxicity from the new growths. 

The ordinary types of malignancy are 
adenocarcinoma, medullary carcinoma, 
and scirrhous carcinoma and sarcoma. The 
carcinomas many times are not clear-cut 
and show intermingling of types, the larg- 
est percentage being adenocarcinomas. 
Simpson denies that most of these develop 
from fetal adenomas, only five out of 
fifty-five cases starting in this way, but the 
origin was mostly in colloidal adenomas or 
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papilliferous adenomas, either from mul- 
tiple or single adenomas. Even a very small 
cancerous development can send out large 
numbers of metastases. There is no connec- 
tion between the size of the cancer and the 
number and size of the metastases. Because 
it appears that metastases may be single, 
it seems wise to remove all signs of the 
gland and metastasis as soon as seen. 

The earlier writers on this subject gave 
statistics on sarcoma almost equalling car- 
cinoma in number, but at the present the 
number given by the best authorities is 
about one sarcoma to ten carcinomas, some 
writers denying entirely the presence of 
sarcoma in the thyroid. Metastases to the 
lung and to the bone are the most common, 
but in one of my cases the metastasis was 
in the stomach and no others were seen. 

At different times there have appeared 
reports of benign metastasizing of thyroid 
tissue. If this were true, however, it would 
be necessary to change entirely the 
definition of metastasis and malignancy. 
Thorough investigations of some of these 
reported cases have shown that death 
ensued from carcinoma of the thyroid 
gland; there remains no doubt that a metas- 
tasizing thyroid is definitely malignant, 

Different authors have variously given 
the percentage of cancer in all cases of 
thyroid resections. The variation is from 
one to four per cent, with the most reliable 
figures tending toward the higher figure. 
With very careful examination of the gland 
and sections more cancer is found. 


SUMMARY 


. Carcinoma occurs in about 3 per cent 
of all cases of thyroid resections. 

2. Patients have a good chance of recov- 
ery if the diagnosis of malignancy is made 
by the pathologist and not by the surgeon, 
i.e., postoperatively. 

3. Metastases of the thyroid are of 
thyroid type cells developing thyrotoxicosis. 

4. A nodular gland is surgical; removal 
early will save many from carcinoma death. 

5. Extension is early by way of the blood 
vessels, later direct and by lymphatics. 

6. There is no such thing as benign 
metastases of thyroid gland. 


MANAGEMENT OF GOITER CASES 
AND SOME OF THEIR COMPLICATIONS* 


FRANK BLINN Dorsey, JR., M.D. 


KEOKUK, IOWA 


phases of goiter, let us continue to 

impress upon each other the great 
value of a careful history and a thorough 
physical examination, because too often 
an early toxic goiter is diagnosed incorrectly 
and because thyroid disease is so frequently 
associated with unbalanced or diseased 
other ductless glands (one or more), with 
focal infections, with uterine fibroids, 
with diabetes, with cardio-renal-vascular 
diseases, with tuberculosis, etc., that the 
best results cannot be obtained until all 
the data are weighed and remedied if 
possible. Common sense in the manage- 
ment of thyroid cases is an absolute requi- 
site because so often one must decide 
which of these conditions should be looked 
after first and oftentimes this can only be 
answered at that particular bedside. Labo- 
ratory aids and metabolism tests are often 
very helpful but judgment and experience 
should render the final decision. 

Our methods of examining the neck for 
the pathological thyroid are to stand behind 
the patient and with the thumbs first 
behind the superior and later behind the 
inferior poles, palpate the gland with the 
fingers gently and carefully; we also 
displace the trachea to either side of the 
- neck so that with the other hand we can 
more accessibly palpate the gland. Too 
often an early goiter case is overlooked so 
if the least doubt exists, repeated examina- 
tions and repeated metabolism readings 
should be made until the diagnosis is clear. 
Thoracic goiter may be detected by the 
following: often there is a displacement 
of the thyroid cartilage easily noted by 
the notch not being in the midline, the 
full episternal space, the vascular pressure 
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symptoms on the chest, neck and face, 
and roentgen-ray findings. Care must be 
used to rule out aneurysm of the arch of 
the aorta and tumors of the mediastinum. 
Both thoracic goiter and aneurysm may 
be present, a very ticklish condition. 

A simple way to classify goiters clini- 
cally is to divide them into the medical 
thyroid and the surgical thyroid. 


THE MEDICAL THYROID 


The medical thyroid, of course, includes 
the deficient gland, as in the pure cretin 
and the myxedema case, but it must be 
remembered that if it is associated with a 
nodular goiter, it is also surgical. 

The most frequent medical thyroid is the 
one of uniform consistency and of uniform 
enlargement which has been brought about 
by an increased demand upon the gland for 
its internal secretion. This causes the gland 
to become enlarged and exhausted from 
overwork, similar in many respects to those 
cases of temporary diabetes due to an 
exhausted pancreas. This condition usually 
occurs in children, at puberty and during 
pregnancy. The only subjective symptoms, 
if any be present, are slight nervousness 
and feeling of fullness in the neck; often- 
times the patient is unaware of its presence. 
Some of these enlarged thyroids return to 
normal when the demand returns to normal 
without any aid except good nutritious food, 
rich in vitamines and body ingredients. 
Many glands return to the normal by the 
judicious supplying of the active agent of the 
gland in the form of thyroxin or the admin- 
istration of any iodine preparation; these 
must be administered with utmost care and 
supervision and it is here that periodical 
metabolism readings are of great value to 
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help estimate the amount of iodine neces- 
sary to relieve the over-demand, yet not 
flood the system and unbalance the gland. 

It is a very dangerous procedure to 
permit the wholesale distribution of iodine 
preparations by welfare workers, boards of 
health, medical newspapers and maga- 
zine journalists, school nurses, patent 
medicine houses and salt manufacturers, 
because too often a seemingly quiet goiter 
with a small adenoma is thus changed 
to a severely toxic goiter. Iodine in the 
hands of the uninformed is just as danger- 
ous or more so than pituitrin in obstetrics 
and insulin in diabetes to those who do 
not know their uses, and is probably much 
more abused than those excellent agents. 

If the uniform enlargement of the gland 
has persisted too long, the thyroid will not 
return to normal even under proper medi- 
cation, especially in the patients who have 
passed the early twenties. These cases then 
become surgical thyroids with the excep- 
tion of those occurring during pregnancy 
and that respond to medication. 

It is well always to keep in mind that 
any thyroid may suddenly become toxic 
as the result of any acute infection but 
this is not as frequent as in the non-toxic, 
surgical goiter to be taken up presently. 

The syphilitic thyroid is rare and of 
course is medical but it is well to remember 
a syphilitic may have a surgical thyroid. 

In all medical as well as surgical thyroid 
cases, the treatment should of course 
include the cleaning-up, if possible, of all 
focal infections present and carefully look- 
ing after all intercurrent maladies. 

The best prophylactic treatment to our 
minds is to give good nutritious food, rich 
in vitamines and body ingredients at meal 
time and the use of boiled or distilled water 
for drinking purposes, especially in goiter- 
ous districts. Too many families today are 
eating out of tin cans and it is a wonder 
there are not more nutritional deficiencies. 

The free information in the lay press, 
accompanied often by the prominent 
essayist’s picture, under the captions, 
“Propaganda for the prevention of goiter, 
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cancer, tuberculosis, etc.’’ to our minds 
lowers the profession in the estimation 
of the public and puts it on the level with 
the quack and the patent medicine house. 
If this effort were directed to help inform 
our professional brovher who does not or 
cannot attend medical meetings or avail 
himself of the recent medical literature, 
then it would be doing the community a 
real service. 

A more dignified method to present 
these matters to the public is for the pro- 
fession, through the press, to teach the 
advantages of periodical consultations and 
thorough physical examinations by compe- 
tent physicians and by these obtain the 
needed advice and, if indicated, treatment. 


THE SURGICAL GOITER 


The surgical goiter includes all the rest 
of the pathological thyroid glands, as the 
nodular goiters, which include adenomas, 
cysts and colloid degeneration, the hyper- 
plastic glands, and also those thyroids that 
have undergone malignant change. If this 
process has gone so far as to be clearly 
diagnosed malignant preoperatively, it is a 
grave question whether operation is advis- 
able as it is nearly always too late. A thy- 
roid which suddenly becomes enlarged and 
hard, ruling out of course acute thyroiditis 
and the woody-like thyroid described as 
Riedel’s disease, is very suggestive of 
malignancy, as in the patient with an 
adenoma who develops a sudden change in 
voice. These should receive surgical relief 
at once. 

All thoracic goiters are surgical and 
should be operated upon as soon as diag- 
nosed because the longer they persist the 
deeper they go, the more pressure symp- 
toms they produce and the more difficult 
they become to remove. Care must be 
used to rule out aneurysms and non- 
thyroid mediastinal tumors. 

The uniformly enlarged thyroid of firm 
consistency that does not respond to medi- 
cal treatment or in a patient past the early 
twenties, as well as all toxic goiters no 
matter of what physical state, are surgical. 
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Toxic goiters in this paper include all 
thyroids that have become very vascular, 
that produce tachycardia and cardiac 
murmurs and dyscrasias and are accom- 
panied by muscular weakness, loss of power, 
tremor, great nervous excitability, vertigo, 
ocular symptoms, and those cases which 
have intermittent diarrhea, vomiting or 
sweating without apparent cause, those 
with psychical disturbances and with the 
very frequent symptom of rapid emaciation 
with a good appetite and plenty of food. 
Some of the small toxic goiters are too 
often incorrectly diagnosed and treated 
as an early tuberculous case with those 
indistinct or latent changes that the tuber- 
culosis specialists often speak about. The 
same may be said of those cases too often 
treated by our neurological colleagues as 
neurasthenia. Careful examinations and 
metabolism readings would clear up these 
cases and the chest specialists and neurol- 
ogists would then recommend surgery and 
permit these cases to enjoy health once more. 
Tuberculosis and surgical goiter may 
coexist and tuberculosis is no contraindica- 
tion for operation but is indicated and 
often greatly improves the ultimate result. 
Too often the toxic goiter is overlooked 
in children, especially those of the so-called 
exophthalmic type. 
Preoperative Treatment. Preparation of 
the surgical thyroid is of great importance. 
For the toxic goiter, if myocarditis be 
present, large doses of digitalis are indi- 
cated until the full physiological effect is 
obtained. Do not operate on heart cases 
with auricular flutter or fibrillation until 
remedied by digitalis. Rest in bed for five 
days to two or three weeks or longer is 
indicated in these cases and in order to 
obtain this it may be necessary to give 
bromides, barbital, luminal, trional or 
allied drugs, paraldehyde, or morphine 
alone, or in combination with scopolamine. 
A suppository containing codeine and 
trional has been very satisfactory, especially 
for those whose stomachs are easily upset. 
Lugol’s solution in most cases where 
there is even a small amount of hyper- 
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plastic gland is very beneficial preliminary 
to operation. It may be given alone or 
combined, over a short period of time, but 
should never be given except under these 
circumstances or possibly in the case of an 
active exophthalmic goiter in the latter 
stages of pregnancy. If Lugol’s solution 
is given too long, symptoms become much 
worse and operation is very hazardous. 

Lugol’s solution works almost magically 
on some severely toxic cases of the so-called 
exophthalmic type in that the gastro- 
intestinal or mental crises will rapidly 
disappear, the heart quiet down and the 
basal metabolic rate fall toward the 
normal, and the acute hyperthyroidism 
following operation is nearly all done away 
with. Lugol’s solution is best given by 
mouth in from 10 to 20 drop doses in a 
glass of loganberry or grape juice every two 
to four hours. If necessary it may be given 
per rectum, using a dram of Lugol’s to 
6 ounces or 5 per cent glucose solution or, 
if this is not tolerated, sodium iodide 
solution should be given intravenously. 

If edema be present, no operation should 
be advised until diet and medication have 
been tried to relieve it. In those persistent 
edema cases where there are no casts, 
salargyn in 2 c.c. doses intramuscularly 
every second or third day not only rapidly 
helps the edema but also seems to quiet the 
toxic goiter. A salt-free, low protein diet 
is here much indicated. If this fails to get 
rid of the edema it is remarkable how well 
these seriously sick patients will respond 
to operation; the results are very gratify- 
ing for such a group. 

If medication, rest and diet fail and the 
patient is rapidly growing worse and opera- 
tion seems imprudent, the injection of 
quinine urea hydrochloride, 25 per cent, 
into the gland is worth a trial, and often 
permits the case to become operable. 

In a case of toxic goiter with hyperplasia 
in the latter months of pregnancy, do not 
operate upon the thyroid but give Lugol’s 
solution and do an elective cesarian section 
to relieve the load on the system. Thyroid 
surgery in these late cases is absolutely 
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contraindicated because of the hazard of 
the increase of the vascularity of the 
already toxic gland and the danger of 
induction of premature labor. After cesa- 
rian section, when conditions will allow or 
demand, do a many step operation or 
partial thyroidectomy. When an active 
toxic goiter appears in the early months 
of pregnancy do multiple step thyroid 
surgery, as vascularity has not yet 
increased so much and the liability of 
inducing premature labor is not so great or 
so hazardous. 

What applies in toxic goiter also applies 
to the non-toxic, namely that the diet 
should be high in carbohydrates but low in 
protein and fat, and should be salt-free, 
while the fluid intake should be at least 
3000 c.c. in each twenty-four hours before 
and after operation is done. 

The reason the mortality in goiter 
surgery has been greatly reduced is because 
we have begun to learn more about prep- 
aration and after care, but the most 


important fact is not trying to do too much 


at any one time. It is much better to err on 
the “doing too little” side at any one stage 
on these severely toxic goiters. 

Before operating on a thyroid case, it is 
well to have a laryngologist examine the 
larynx to ascertain if there is paralysis 
of the recurrent laryngeal nerves. It is 
likely the recurrent laryngeal nerve paraly- 
sis is of toxic origin, as the paralysis due 
to toxins of diphtheria, although it may 
also be due to pressure as formerly thought. 

The aptly named “trial ligation” by 
Dr. Crile is of great service in these 
severely toxic cases, not simply because 
it improves the patient’s condition but 
because it gives an idea of the resistance 
this particular patient has and informs us 
whether a lobectomy or more surgery can 
be safely done or whether we should stop 
here. It is a matter of personal choice 
whether the ligation be at the upper or 
lower pole. Of course there is only one scar 
if inferior thyroid vessels are ligated. Right 
here may we say that basal metabolism is 
of little or no help in determining the 
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operability of a case but trial ligation gives 
valuable information, with the other data. 

It is of advantage to operate on the 
severely toxic cases upon the bed, providing 
we have competent team work, because it 
does away with the excitement of being 
moved to the operating room, the exposure 
received while being wheeled through 
the halls and being lifted back and forth 
from the table and. thus gives the patient 
that much more reserve, which may be the 
deciding factor of resistance. However, 
if the assistants rotate, the operating 
room is the safer place. 

Anesthesia. Local anesthesia or com- 
bined anesthesia, namely local anesthesia 
plus a little gas, seems to us the safest 
and best. Ethylene is our preference for 
gas. With this we have no dehydration, no 
excitement stage, no change in blood pres- 
sure and little or no vomiting. Morphine 
and atropine seem to be the most satis- 
factory preliminary drugs, although in 
highly nervous cases we have used mor- 
phine with scopolamine with much satis- 
faction, but it must be remembered that 
some people have an idiosyncrasy for this 
drug and get a “scopolamine drunk.” 
If this is present, postpone operation until 
it is over and resort only to morphine 
and atropine the next time. Local anesthe- 
sia alone is best for thoracic goiter, because 
after the capsule and upper pole are 
loosened, if we have the patient cough, 
often the thoracic portion of the goiter 
will deliver itself. 

Operative Technique. All are acquainted 
with the different operative techniques, 
as they are all some modification of the 
original Prof. Kocher operation. The secrets 
of the operation are an adequate incision, 
finding the different planes of cleavage, 
gentleness, complete hemostasis and ade- 
quate drainage. A very frequent mistake 
is to make the incision too low, especially 
for the large goiters, and the scar falls on 
the chest. To our minds it is unnecessary 
to cut the neck muscles transversely; 
if the goiter is large or very adherent, the 
longitudinal separation on either side is 
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better and permits an adequate approach. 
If, during the operation, the trachea 
should unfortunately be punctured, simply 
sew it up and the drain will protect the 
wound. If the trachea collapses but can 
be expanded with forceps, it may be 
possible to suture it to the sternocleido- 
mastoid muscle or it may be necessary to 
insert a tracheotomy tube for 3 or 4 days. 
If the case develops aphonia and the 
posterior capsule has not been molested 
the aphona is probably due to the inflam- 
matory reaction or to toxins and will 
disappear usually within four months. 

If the recurrent laryngeal nerve has been 
unfortunately severed when removing a 
malignant thyroid and it can be reunited, 
this is the best procedure, otherwise the 
operation devised by Dr. Fraser, namely 
the transplanting of the descending hypo- 
glossi and anastomozing it to the severed 
end of the recurrent laryngeal nerve, may 
be resorted to. In his hands it has brought 
nice results. 

If one of the larger vessels has slipped 
away while you are working, remember 
that the greatest hemostats ever made are 
your fingers. Use them and then sponge and 
see the vessel, catch it with a forceps and 
tie it off. You will never injure anything 
by using your fingers and you can easily 
do much damage by diving in the dark 
with instruments. 

In the severely toxic cases, the packing 
of the wound open with 5 per cent iodoform 
gauze for a day or more lessens the reaction 
and the wound later may easily be closed 
under gas anesthesia. We prefer the iodo- 
form gauze because the absorption of this 
small amount of iodine helps prevent 
so-called postoperative hyperthyroidism, 
as does the Lugol’s solution. In non-toxic 
or moderately toxic goiters, we simply use a 
rubber dam drain and close. 

PostoperativeCare. Following the opera- 
tion, fluids and easily digested carbohy- 
drates should be pushed, or if not tolerated 
by mouth, fluids should be given intia- 
venously in the form of glucose, 5 per cent 
to 10 per cent solution, blood transfusion, 


Dorsey—Goiter Management 


JUNE, 1927 


normal salt given by hypodermoclysis, 
or the glucose-normal salt solution per 
rectum. Lugol’s solution in the proctoclysis 
helps prevent the so-called postoperative 
hyperthyroidism or, if this is not retained, 
sodium iodide may be used intravenously. 
If hyperpyrexia should occur, lift the 
patient into the bath tub and give her an 
ice water bath or pack iced blankets 
around the patient. Rest. postoperatively 
is imperative, as it is preoperativ ely, and 
should be brought about in the same way. 

Abscesses of the thyroid should carefully 
be opened by the use of a blunt forcep 
after careful exposure of the gland has 
been made, and free drainage accomplished 
by using a large iodoform gauze drain. 

Complications. In cases of toxic goiter 
and diabetes, it is imperative that the urine 
become sugar free before operation, that 
local or combined anesthesia be used, and 
that the urine be tested every four to six 
hours after operation so if evidence of 
acidosis appears, glucose and insulin may 
be given intravenously. The latter manage- 
ment shows most gratifying results. It is 
always well to warn the relatives of diabet- 
ics of their greater liability toembolism than 
any other class of cases. 

If a large fibroid uterus complicates a 
toxic goiter, treatment depends on which 
is the more active; if evidence be equal 
look after the thyroid first. 

In cases complicated with an acute 
gall-bladder condition, about to rupture, 
do a hurried cholecystotomy. If a sup- 
purative appendix exists, operate on It first, 
but use gas or local anesthesia if possible. 

Cysts or fistula of the thyroglossal ducts 
are often mistreated and if not carefully 
and thoroughly dissected out, make a 
very disagreeable situation, especially if 
associated with a goiter. 

Radium and Roentgen Rays. | mention 
the use of radium and roentgen rays only 
to say that when we wish to destroy 
diseased tissue, we should use the knife or 
cautery. Thus only may we know accu- 
rately the extent of destruction and not 
injure healthy tissue. 
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ulcer, especially in the diagnostic and 

therapeutic aspects, is one that must 
of necessity be of constant interest to every 
internist and surgeon. Our great familiarity 
with these conditions and the many 
clinical questions that arise In connection 
with them should give scope for a good and 
broad discussion. 


iw subject of gastric and duodenal 


GENERAL CONSIDERATIONS 


Age Incidence. A glance through statis- 
tics shows that after the twentieth year 
of life acute and chronic ulcers of both the 
stomach and duodenum occur with fairly 
uniform frequency throughout the decades, 
but are more frequently seen in the fifth 
and sixth decades. Ninety per cent of 
chronic gastric ulcers and more than 80 per 
cent of chronic duodenal ulcers occur 
between the ages of thirty and seventy 
years. Chronic gastric ulcers occur later in 
life in men than in women, but they are 
more frequent in men. 

Relative Frequency of Gastric and 
Duodenal Ulcers. It was formerly con- 
sidered that duodenal ulcer occurred much 
more frequently than gastric ulcer. This 
opinion was based on clinical and operative 
findings, but more recent investigations 
show that there is a greater equality in 
occurrence. Thus Stewart! in a consecutive 
series of 6800 necropsies found 150 chronic 
gastric and 200 chronic duodenal ulcers, 
and the figures of other investigators show 
that gastric ulcer may even be more fre- 
quent than duodenal. 

Acute ulcers of the stomach occur 
generally in the vicinity of the pylorus and 
are frequently multiple. They are small 


ulcers and only exceptionally invade the 
musculature. Chronic gastric ulcers are 
much larger than the acute, are usually 
single; the great majority occur along the 
lesser curvature toward the pyloric end 
and as a rule invade the musculature. They 
may and sometimes are associated with 
acute ulcers. 

Perforation is more likely to occur in the 
chronic type of ulcer and preferably in 
duodenal ulcers. Among Stewart’s 150 
gastric ulcers 58 had perforated, and in the 
200 duodenal ulcers 122 had perforated. 
In both types the perforation occurs in 
the anterior wall in the vast majority. 
Only about ro per cent of perforations are 
found in the posterior wall. 


ETIOLOGY AND PATHOGENESIS 


It is not within the province of this short 
paper to discuss the etiology and patho- 
genesis of peptic ulcers. Suffice it to say 
that I agree with Smithies? that these 
ulcers are only local expressions of a sys- 
temic condition. Thus Nakamura of the 
Mayo Clinic* found that streptococci from 
certain foci (as in the tonsils) have an 
elective tendency to locate in the mucous 
membrane of the stomach and produce 
ulcers. The point is of importance in con- 
nection with treatment and prevention of 
recurrence. 


SYMPTOMS AND DIAGNOSIS 


Every practitioner knows that, in the 
absence of complications, ulcer patients 
may carry their lesions for a long number 
of years with little or no distinctive 


symptomatology. They may even heal 
spontaneously. The old and long-cherished 
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idea that excess of hydrochloric acid in the 
stomach meant ulcer is not correct. Exami- 
nation of the stomach contents will show 
hyperacidity in about 70 per cent of 
pyloric and juxtapyloric ulcers, but in 
ulcers of the body of the stomach there Is 
more likelihood of normal acidity or even 
hypoacidity. Besides, not all patients with 
hyperacidity have gastric or duodenal 
ulcers. Smithies from his long experience 
thinks that the symptomatology which 
suggests ulcer may arise from other visceral 
or systemic disturbances, and that prob- 
ably not more than half the patients now 
being treated non-surgically in hospitals 
for peptic ulcer are really suffering from 
that condition. About two-thirds of 
so-called ulcer patients have associated 
pathology, due especially to infections in 
the appendix or gall tract, such affections 
exerting a definite influence upon both 
gastric secretion and mobility. It is very 
often found that after an appendectomy or 
gall-bladder operation there is a disap- 
pearance of “ulcer” symptoms. 

It is only when an ulcer has been estab- 
lished for a long time and causes the com- 
plications of very severe dyspepsia, hemor- 
rhage, stenosis or perforation that the 
condition may be diagnosed with more or 
less certainty. 

Of course an ulcer may spontaneously 
heal but one of the above sequelae is very 
much more likely; or there may be rarely a 
malignant degeneration, especially in gas- 
tric ulcer. Morley,* who has made a thor- 
ough investigation of this type of malig- 
nancy, says that although it cannot be 
denied that cancer may develop in the edge 
of a chronic gastric ulcer, or in some part of 
a stomach that is or has been afflicted by a 
chronic gastric ulcer, there is no evidence 
that the development of cancer on gastric 
ulcer occurs with anything like the fre- 
quency claimed by some authors. There is 
little more liability to cancer in an ulcerous 
than in a healthy stomach. On the other 
hand, genuine cancer of the stomach in a 
large proportion of cases gives rise to a 
symptomatology which simulates ulcer. 
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Hence the belief in cancerous degeneration 
of ulcer. 


TREATMENT 


Medical. It is generally conceded that 
in the earlier stages and in the absence 
of certain symptoms, which are clear 
indications for surgical treatment, both 
gastric and duodenal ulcers are amenable 
to medical treatment and that such will 
be effective if strictly applied for a suffi- 
ciently long period. 

There are, however, great differences of 
opinion as to what constitutes a medical 
treatment. The old von Leube and Len- 
hardt dietetic treatments have to some 
extent been discarded in favor of the 
intense alkalinization methods exemplified 
in the Sippy treatment. The principle of this 
and similar methods is to render the gastric 
contents permanently alkaline by frequent 
doses of alkalies, alternating with a diet 
rich in calories, given in small quantities. 
It is claimed that the acid secretion is 
lessened, pain relieved and healing of the 
ulcer promoted. Magnesium oxide, cal- 
cium carbonate and sodium bicarbonate 
are the neutralizing agents employed. 
The patients must be kept under strict 
supervision for a period of from six to 
twelve months. 

Smithies? criticizes the Sippy alkaline 
method as only relieving symptomatology 
but not bringing about a cure. Over- 
alkalinization produces a toxemia and 
does not lessen real acidity. Hardt’s 
studies in the Mayo Clinic® showed that 
after intense alkalinization the blood urea 
increased six times, blood carbonates 
doubled and creatinin increased more than 
100 per cent. Other investigators have also 
referred to alkalinization toxemia, and it 
appears that the full alkali treatment 
should not be attempted when there is 
any kidney defect or when there is partial 
pyloric obstruction present. 

Smithies scoffs at the so-called cures of 
ulcer by the Sippy method ‘and states® 
that about 50 per cent of his own ulcer 
patients had been under the Sippy treat- 
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ment one to three times and yet at opera- 
tion, clinically, or by roentgen study, 
an active ulcer, gross deformity from ulcer 
scars, or malignant degeneration was shown 
to exist. 

Smithies thinks it more logical to submit 
patients to physiological rest giving special 
nutrient enemas at first, followed by 
frequent fluid carbohydrates by mouth 
which rapidly pass through the stomach 
without irritation and invite jejunal diges- 
tion. Very little hydrochloric acid and pep- 
sin are secreted after the stomach is at 
rest for a long time and the administration 
of large quantities of alkali is unnecessary 
and tends to increase acidity. 

Smithies pays particular attention to the 
general state and diligently seeks for the 
primary systemic defect of which the 
peptic ulcer is only a partic’. 'ar manifesta- 
tion. This must be rectifie.. if recurrence 
of ulcer is not to be expected. 

I may refer here to the method of duo- 
denal feeding. It is claimed to be useful in 
duodenal and gastric ulcer of severe 
type associated with intense vomiting, 
nausea and recurring hemorrhage, espe- 
cially rebellious to ordinary treatment. The 
method spares the stomach while healing 
of the ulcer occurs. 

Surgical Treatment. When there is gross 
scar formation, frequent or severe hemor- 
rhage, perforation, suspected malignant 
degeneration, or if the general symptoms 
do not improve after persistent medical 
treatment, the condition calls for surgical 
interference. There is just as much differ- 
ence of opinion among surgeons as among 
internists in regard to the best mode 
of operative treatment. 

Balfour of the Mayo Clinic’ recom- 
mends cautery excision alone for small 
ulcers on the lesser curvature, adding a 
gastroenterostomy if the ulcer is distant 
from the pylorus. The mortality is 2.12 
per cent and there are go per cent satis- 
factory results claimed. In the duodenum 
the indication for excision is not so strong 
as in the stomach as there is less liability 
to cancerous degeneration, but excision and 
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gastroenterostomy here gives 95 per cent 
satisfactory results. 

The general technique of gastroenteros- 
tomy has been so much improved in late 
years that hemorrhage and vicious circle 
need no longer be feared. The operation 
has been made simple and safe in the 
hands of the average surgeon. 

But according to C. H. Mayo’ the tend- 
ency among surgeons at the present time 
is to get away from gastroenterostomy 
and to go back to the resection of the 
upper part of duodenum and pyloric end 
of stomach as recommended by Billroth 
in 1881. This operation is not so easy nor 
as familiar to most surgeons as gastro- 
enterostomy and Mayo thinks that the 
advocacy by von Haberer of extensive 
resection followed by gastroduodenal anas- 
tomosis has done great harm. For small 
duodenal ulcers with hemorrhage Mayo 
prefers a large flap gastroduodenostomy 
which is only half as extensive as a gastro- 
enterostomy and which avoids gastro- 
jejunal ulcer. 

Of course resection still has its own 
special indications as in the case of very 
large ulcers of the lesser curvature. 

A word may be said here in regard to 
the operative treatment of perforated 
ulcers, as there is much discussion whether 
a simple closure should suffice or whether 
this should be followed by gastroenteros- 
tomy. Those who oppose gastroenteros- 
tomy say that the perforation heals the 
ulcer, that the added operation adds to 
the mortality, that there is the danger of 
spreading infection in the peritoneal cavity, 
and that reperforation, hemorrhage and 
stenosis occur only exceptionally follow- 
ing the primary perforation. On the other 
hand gastroenterostomy is not always 
successful in relieving symptoms or pre- 
venting subsequent complications. The 
best opinions seem to justify closure alone 
if there is no infiltration surrounding the 
perforated area; if there is infiltration, 
and if the general condition of the patient 
permits, a gastroenterostomy should be 
done. In perforated ulcer the results seem 
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to depend less upon the type of surgical 
interference than upon early operation. 
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Surgical technique stands in third place 
in importance among the essentials of good 
surgical practice. Many will fail to agree 
with me in placing such a small amount of 
importance on what they perhaps consider 
most essential, but experience has taught 
me that three months in the surgical 
laboratory will make a very clever tech- 
nical manipulator from a young inexper- 
ienced girl who has the power of keen 
observation and is clever with her fingers; 
yet who would dare to assert that this 
individual is a surgeon! However, though 
I rate it below surgical diagnosis and sur- 
gical pathology, I would place an emphasis 
on certain phases of surgical technique 
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far greater than is usually done. Surely no 
individual not possessing a delicate sense 
of touch should attempt surgery. Repeat- 
edly, in the process of training students, 
one observes failure on the part of one 
student and success on the part of another, 
even though both apparently went through 
the same maneuvers, the failure of the one 
being due solely to an intrinsic lack of 
delicacy of touch. This element is difficult 
to pick out in various individuals, but no 
one should contemplate entering surgery 
without questioning himself as to this 
ability—RatpH H. Cuaney inJ. Med. 
Assn. Georgia. 
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LTHOUGH nearly all of the opera- 
tive measures at the present time 
practiced in surgery of the biliary 

tract have been known and utilized for 
several decades past, nevertheless gall- 
stone surgery has seen its greatest develop- 
ment during the last ten or fifteen years. 
In the beginning, all operations upon the 
gall bladder and bile ducts were formidable 
procedures, undertaken usually as a last 
resort; with increased experience in this 
field of surgery, and with refinements of 
technique, the mortality has been so 
reduced that operation upon the average 
case, in competent hands, now constitutes 
one of the safest and at the same time 
one of the most successful of major surgical 
procedures. 

In spite of this, and in spite of the 
repeatedly demonstrated failure of in- 
ternal medicine to effect any results other 
than palliation in cases of gallstones, 
numbers of patients are still not operated 
upon at the time when the chances for a 
successful result are the best. To present a 
plea for earlier surgery in these cases is 
the object of this paper. 

It was formerly taught that by far 
the greater number of cases of gallstones 
occurred in women, usually in middle life. 
This view was based upon operative, and to 
an equal extent, upon post-mortem find- 
ings. Operations were not performed until 
the patient had had several severe attacks 
of colic, or until a stone became impacted 
in the common duct. However, as our 
methods of examination and diagnosis 
increased in number, scope and refinement, 
and particularly when operative explora- 
tion in obscure gastrointestinal conditions 
became more common, we were forced to 
revise our conception. Our gallstone cases 


are no longer made up principally of obese, 
middle-aged multiparae. We now know 
that infection and calculus formation in 
the gall bladder may occur in childhood; 
cases are on record in which the first 
attacks of colic have appeared in the 
tenth and eleventh years; in which a 
girl of seventeen had a stone in the com- 
mon duct; another eighteen-year-old pa- 
tient had cholecystitis with pancreatic and 
disseminated fat necrosis; a -youth of 
nineteen showed a purulent cholecystitis 
and pancreatic abscess. According to my 
own records, my youngest patient was a 
girl of eighteen, who had had two typical 
attacks of colic, and whose gall bladder, 
removed at operation, contained 342 
stones; my oldest was a woman of eighty- 
two, who died following operation for 
spontaneous rupture of an empyematous 
gall bladder. Thus it may be said that no 
age is exempt, although it is unusual to 
find cases at the extremes of life. It still 
holds true that the preponderance of cases 
occurs in women, although by no means 
to the extent formerly believed. 

The statement has been made, that gall- 
stones may exist for an entire lifetime 
without giving rise to symptoms. This 
may possibly be true, in rare instances; | 
prefer to believe, however, that in such 
cases, symptoms very likely have been 
present at some time, but have not been 
characteristic, or that the diagnosis has 
been faulty. 

Let us for a moment briefly review the 
pathological anatomy with which we are 
here concerned. I shall not attempt in this 
place to discuss the question of the for- 
mation of gallstones: suffice it to say that 
the modern view is that they are formed 
by a precipitation of bile salts, probably as 
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a result of infection of the gall bladder or 
its contents, or both. The gall bladder 
having become infected, or stones having 
formed, what are the results? 

In the biliary system as a whole, we 
have present two significant physiological 
narrowings, one formed by the cystic 
duct, and the other by the junction of the 
terminal portion of the common duct with 
the papilla of Vater. Obstruction at either 
of these points may have serious and far- 
reaching results: a cavity with free drain- 
age is converted into a closed one, and in 
this closed cavity the infecting organisms, 
which are always present, multiply very 
rapidly, at the same time increasing in 
virulence, thus giving rise to severe inflam- 

matory changes, with their attendant 
consequences. The most common cause for 
obstruction is biliary calculi. These are 
found most frequently in the gall bladder, 
less often in the common duct and higher 
up in the deeper bile passages; very infre- 
quently they are found in the latter alone. 
While stone formation may occasionally 
occur in the common duct, as a rule it 
takes place in the gall bladder, and most 
stones found in the common duct have 
originated in the gall bladder. A severe 
cholecystitis without calculi is very excep- 
tional, although a mild degree of infection 
occasioning a so-called “‘catarrhal inflam- 
- mation” undoubtedly precedes the actual 
stone formation for some time. 

Obstruction of the cystic duct gives rise 
to a rapid increase in the intensity of the 
accompanying cholecystitis; the inflam- 
mation may extend to the omentum, and 
may not infrequently attack neighboring 
organs, giving rise to the dense adhesions 
so frequently found in long-standing cases. 
Destructive changes, ulceration, phleg- 
monous infiltration, or gangrene, in the 
wall of the gall bladder, just as in appendi- 
citis, may occasion rupture of the viscus 
into the free peritoneal cavity, or if adhe- 
sions are present, into other organs; like- 
wise, in the presence of adhesions, peri- 
cholecystic abscesses may be formed, which 
abscesses may secondarily rupture, leading 
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to dissemination of the infection in all 
possible ways. Empyema of the gall 
bladder results from closure of its duct 
with subsequent purulent infection of its 
contents; when pus formation is not pres- 
ent, and instead the gall bladder is filled 
with clear mucus, the condition is known 
as hydrops of the gall bladder; with 
repeated attacks of cholecystitis, if the 
cystic duct remains patent, the gall bladder 
becomes much shrunken and contracted. 
Finally, there is always present the 
possibility of carcinoma, from irritation 
occasioned by the constant presence of a 
calculus, or calcul. 

As a result of closure of the common 
duct, there is a general slowing of the bile 
stream, with all its consequences: possibly 
general hepatitis, multiple liver abscesses 
and septicopyemia. Long-standing obstruc- 
tion gives rise to great dilatation of the 
deeper bile passages; if no infection occurs, 
and bile secretion ceases, a clear mucus 
accumulates, the so-called “white bile.” 
Such extensive dilatation of the common 
and hepatic ducts, giving rise to the 
so-called “idiopathic common duct cysts” 
may also occur after the passage of a 
stone, as a result of scar contraction follow- 
ing ulceration. A stone impacted in the 
ampulla adds chronic pancreatitis to the 
list of complications, and here again, as a 
result of chronic irritation, we have the 
ever-present danger of carcinoma. 

From this brief survey, it is plain that 
infection of the biliary tract, particularly 
of the gall bladder, with its very frequent, 
almost usual sequel of gallstone formation, 
may have far-reaching and serious conse- 
quences. Likewise, to me at least, it seems 
clearly apparent and requiring no argu- 
ment, that practically all of the conditions 
mentioned are to be relieved only by 
surgery. In these cases, we are dealing 
not alone with disturbed function and 
pathological physiology, but also, when 
gallstones are present, with a mechanical 
difficulty, and the latter requires mechani- 
cal methods for its correction. 

Under such circumstances, what can 
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internal medicine do? It cannot dissolve 
the stone; while it is true that it can relieve 
attacks of colic, and by proper dietetic 
and hygienic management apparently pre- 
vent to some extent their frequent recur- 
rence, this is far from attaining the goal of 
ideal treatment, namely, the removal of 
the underlying cause of the disease and the 
restoration of the organism to a condition 
as nearly approximating normal as is 
possible. It is also true that occasionally 
a gallstone or gallstones may be passed 
spontaneously while the patient is under- 
going medical treatment, but in the vast 
majority of cases this certainly does not 
indicate a cure; it simply means that in 
all probability there are other stones 
remaining which will not be passed, and 
which will give rise to trouble in the future. 
With the exception of but one recently 
developed procedure, in which, further- 
more, the field of usefulness is decidedly 
limited, internal medicine can offer nothing 
in the way of curative treatment for the 
conditions under discussion. The procedure 
to which I refer is, of course, the Lyon 
method of gall-bladder drainage. Opinion 
is still divided as to its value; I believe that 
in certain cases of cholecystitis, without 
gallstones, no harm is done by giving it a 
trial. Under such circumstances, however, 
the patient should be made to understand 
clearly that unless decided improvement 
is manifest within a reasonable length of 
time, resort must be had to surgery. 

The inability of internal medicine suc- 
cessfully to cope with these various condi- 
tions, especially with repeated attacks of 
colic, has long been appreciated. With 
the development of aseptic surgery, there- 
fore, and with the knowledge that by the 
employment of aseptic principles the abdo- 
men might be safely opened, it is not 
surprising that very early attempts were 
made to attack gallstones surgically. The 
earliest of these attempts consisted in 
simply opening the gall bladder and remov- 
ing the stones, followed by suture of the 
viscus and its replacement in the abdom- 
inal cavity, the ideal cholecystotomy of 
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Spencer Wells and Courvoisier. This opera- 
tion is very seldom employed at the present 
day; it takes no account of the diseased 
condition of the gall-bladder wall, and in 
the light of our modern knowledge it is 
known that this factor must be considered 
in practically every case. 

In 1878, Kocher reported his first case 
operated upon by his method of .wo- 
stage cholecy stostomy; in this method, the 
gall gladder is sutured into the abdominal 
wall as the first stage, later being opened 
and drained as the second stage. This 
operation is now done in one stage, and 
the gall bladder is no longer sutured into 
the abdominal wall. The success of gall- 
bladder surgery was advanced materially 
when Langenbuch, in 1882, first removed 
the gall bladder and cystic duct. 

As time passed and surgeons gradually 
became more familiar with this field of 
surgery, bolder and bolder attempts were 
made to reach calculi in the deeper bile 
passages, and stones were successfully 
removed from the common and hepatic 
ducts. Stones in the retroduodenal portion 
of the common duct, especially those 
impacted in the ampulla, formed the most 
difficult problem. Some were forced or 
“milked” back into the supraduodenal 
portion of the duct and removed, others 
were crushed in situ and the fragments 
washed into the duodenum (choledocholi- 
thotripsy), and in 1891 McBurney ap- 
proached them from the duodenal side and 
performed the first transduodenal chole- 
dochotomy. Owing to technical difficulties, 
and to consequent increased danger attend- 
ant upon its performance, this operation 
in the beginning was not very extensively 
employed; with increased experience, how- 
ever, these technical difficulties have been 
greatly reduced. Finally must be men- 
tioned operations in which the gall bladder 
or common duct is anastomosed with the 
stomach or intestine, in order to get the 
bile into the latter in the presence of an 
obstruction in the common duct which 
cannot be removed. 

From this brief sketch of the history of 
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gall-bladder surgery, it is apparent that 
practically all of the important procedures 
were devised early in the era of aseptic 
surgery. Later years have added nothing 
fundamentally different; progress has con- 
sisted only in developing and refining 
methods already known. Further develop- 
ment and refinement is desirable, if possi- 
ble, in order that the present compara- 
tively low mortality may be reduced still 
further; this is the task of the present 
generation of surgeons. 

In addition, the task also devolves upon 
us of popularizing surgery of the biliary 
tract, if I may so express it. As we know, 
gall-bladder surgery today, in competent 
hands, is so highly developed that we may 
feel that we can completely and perma- 
nently cure most cases of gallstones, by 
means of operations which do not involve 
an extraordinary amount of risk, which 
are, in fact, quite safe. Under such cir- 
cumstances, it is hard to understand why 
there still remains so much popular opposi- 
tion to the great benefit which may be 
obtained from surgery in affections of 
the biliary tract, particularly when these 
affections are so widespread and the occa- 
sion of so much prolonged suffering. But 
the fact remains that this opposition 
exists. Patients at the present time are 
convinced as to the value of surgery in 
diseased conditions of the appendix, and 
no argument is necessary to make them 
submit to an operation, but how different 
the situation is when the pathological 
condition present is one involving the 
gall bladder or bile ducts! The mere men- 
tion of operation calls forth numerous 
objections, and all too frequently it is 
impossible to convince these patients that 
early operation is particularly desirable 
in these conditions, and that the earlier 
surgical treatment 1s undertaken, the better 
the prospects for a complete cure. The 
argument is often advanced that recur- 
rences take place; occasionally, they cer- 
tainly do, but more frequently, these so- 
called “recurrences” are due to stones 


which have been overlooked and left 
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behind at operation, and this simply 
means that too much care cannot be 
exercised to see that all stones present are 
removed. But aside from this, and admit- 
ting that a recurrence may once in a while 
take place, is this any reason for not urging 
operation? Do not recurrences take place 
in other conditions, for example, in kidney 
and bladder stones, in malignant growths, 
in goiters? But do we hesitate to recom- 
mend operation in these latter cases? 
And what is the average gall-bladder case 
treated medically but a continuous series 
of “recurrences’’? 

Of course, in advanced cases, with gall- 
stones no longer confined to the gall 
bladder or even to the common duct, but 
with the entire biliary system, including 
the intrahepatic ducts, choked with calculi, 
then even the most technically complete 
operation will probably fail; or if a patient 
with a common-duct obstruction delays 
operation for a time, until he is deeply 
cholemic, with possibly a purulent cholan- 


gitis and multiple liver abscesses, certainly 


an. operation is highly dangerous, and 
frequently contraindicated. But such cases 
are fortunately comparatively rare, and 
the conclusion to be drawn from them is, 
not that gallstone operations are danger- 
ous, but that it is dangerous to wait. 
They form the strongest argument for 
early surgery that we have. 

To repeat what has been said above, 
as surgeons it is our duty to reduce the 
already comparatively low mortality figures 
in these operations still lower, which, to a 
great extent, can be done only by earlier 
operation. By simplifying and perfecting 
the operative technique, and by being 
extremely careful in every case exhaus- 
tively to search for and remove all stones 
which may possibly be present, relapses 
or recurrences will become more infre- 
quent, and we may confidently hope to 
approach much more closely to that ideal 
for which we are striving, and in so doing, 
attain the result which the patient expects, 
namely, the complete and permanent relief 
of the affliction from which he is suffering. 
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Naturally, all that has been said presup- 
poses a correct diagnosis. An operation on 
the gall bladder will not cure if the patient 
is suffering from gastric ulcer or stone in 
the kidney. And such errors are readily 
avoidable in the vast majority of instances, 
provided that a proper study of the case 
has been made beforehand. This should 
always be done, and there is rarely any 
excuse for not doing it, since very few of 
the operations under discussion come to 
us as emergencies. The history of the case 
from the beginning should be very care- 
fully taken; in addition to the direct 
examination of the patient by the ordinary 
methods of physical diagnosis, we have 
today a number of tests and procedures 
by means of which we can obtain valuable 
information about the condition of the 
liver and bile passages with a fair degree of 
accuracy, and we have the great aid afforded 
by the roentgen ray. All these measures 
should be utilized before operation is 
undertaken, and both the patient and the 
field of biliary surgery will be benefited 
as a result. 


A discussion of the various operations 
upon the biliary tract does not come within 
the scope of this paper; suffice it to say 
that the surgeon who conscientiously under- 
takes gallstone surgery should be familiar 
with them all, since that method of pro- 
cedure must be utilized which best meets 
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the condition found at operation. A great 
amount of discussion has taken place 
regarding the relative merits of cholecys- 
tostomy and cholecystectomy. It is my 
opinion that cholecystectomy is the opera- 
tion of choice, provided that it can be 
performed without jeopardy to the patient. 
Except in emergencies, any operation is 
incomplete that does not include a com- 
plete exploration of the bile passages so 
far as is possible. Without this, stones are 
easily overlooked. 

To the patient who has had one or two 
attacks of severe colic, in whom, after 
careful study, a diagnosis of gallstones has 
been made with reasonable certainty, and 
yet who is still reluctant to submit to 
operation, to such a patient the dangers 
of a really severe cholecystitis or of a 
long-continued common-duct obstruction 
should be pointed out, and early operation 
should be urged. A cholecystectomy in 
the beginning of an attack of acute chole- 
cystitis is a comparatively simple and safe 
procedure, consequently early operation is 
indicated here. In a case of common-duct 
obstruction, the prognosis becomes more 
doubtful the longer the obstruction per- 
sists; consequently early operation is again 
indicated under such circumstances. In 
general, it may be said that at every stage, 
the earlier the operation, the better the 
result. 
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ADVANTAGES 





OF THE LEFT “STANCE” 


IN THE OPERATION OF APPENDECTOMY 


HEN the right rectus or para- 

\\) medial incision is used in an 

appendectomy, six or more advan- 

tages accrue to the surgeon who operates 

standing on the left side of the patient. 

Especially do these advantages appear 

in the exploration of a doubtful abdo- 

men with appendicitis as the most likely 
lesion. 

1. The chief and important advantage 
is that, when the right side of the incisional 
wound is elevated or retracted, the surgeon 
can obtain a better view of the region of 
the appendix if he is looking from the 
left rather than the right side of the 
patient. From the same direction the 
right tube and ovary are more readily 
seen. The whole right iliac and right pelvic 
regions can thus be viewed with the 
viscera in their relative positions and 
without disturbing the diseased viscera 
as is so often done by pulling out the 
reluctant cecum. From the right side the 
cecum is often tugged, wrestled and rolled 
around a corner, the edge of the rectus 
muscle. From the left side the appendix can 
more often be sighted on the intestinal 
billows and picked up alone, or the cecum 
can be drawn carefully directly toward the 
operator, with no obstacle in the way. 

2. Less elevation and less retraction 
of the rectus muscle and underlying vessels 
are necessary. These tissues are less likely 
to be traumatized by retracting them 
toward the right side. Thrombosis is 
less likely to occur. 

3. The operator can see better to deal 
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with subrectus vessels that often, when 
bleeding, are hidden under the outer half 
of the rectus muscle. 

4. An assistant on the right side, where 
a retractor is needed, can there retract 
more conveniently and thus more gently. 
He is out of the way of the operator. 

5. The surgeon can see better from the 
left side to make a stab drainage wound in 
the right flank. 

6. If the incision needs to be extended 
upward for exploration, the dissection is 
more safely and conveniently done with 
the right hand, while the left hand in the 
abdominal cavity furnishes protection to 
the pouting viscera. Subsequently the gall 
bladder can be seen better and the com- 
mon duct can be palpated better from the 
left side. 

After the condition of the appendix and 
other viscera has been visualized, if the 
operator desires he can shift to the right. 
However, the technique of removing the 
ordinary appendix hardly requires so 
much consideration. The exploration and 
diagnosis are the essential part of the 
operation. 

The first operations for appendicitis were 
performed through McBurney incisions 
which necessitated for the operator a 
position on the patient’s right. This early 
precedent seems to have established a 
habit from which there has been no 
deviation, although the natural, conven- 
ient and advantageous position for the 
surgeon using a right rectus incision, Is 
on the left of the patient. 














DANGERS IN THE USE OF 
ALUMINUM ACETATE SOLUTION 


AS A WET DRESSING 
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HE comment has been made by 
Brickner! that “Many physicians 
prescribe liquor alumini acetatis and 
Burow’s solution on all occasions for 
bruises, cuts and skin infections. These 
quite similar preparations are good as a 
wet dressing under suitable conditions; 
but if either is improperly prepared. or 
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insufficiently diluted it may cause a violent 
dermatitis. For home use, especially, it is 
better to order the much blander boric 
acid solution.” 

Surgeons and dermatologists very com- 
monly use a solution of aluminum acetate 
as a wet dressing for inflammations more or 
less superficial. That this practice was a 
more or less harmless one I took for granted 
until an experience several years ago taught 
me differently. 


1 Surgical Suggestions. AM. J. Surc., Feb., 1927, 
N.s., i, 161. 


A farmer, aged forty years, had an infection 
in his finger that extended only to the sub- 
cutaneous tissue. The area was incised by one 
of my assistants and a solution of aluminum 
acetate, 30 grains to a pint of water, was 
applied. My attention was not again called to 
the hand for more than a week. At that time 
the skin on the dorsal surface, particularly 
over the knuckles, was badly macerated. The 
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distal portion of the index finger was black as 
far as the base of the second phalanx (Fig. 1.) 
Amputation was done at the metacarpophalan- 
geal joint. 

The extensively macerated skin covering 
the knuckles healed without disturbance of 
function (Fig. 2). 

Microscopic examination of the amputated 
finger showed an endarteritis and a complete 
thrombosis of the veins. It was evidently the 
occlusion of the veins that brought about the 
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death of the finger. The tissues showed but 
little leucocytic infiltration. 

Reference to the photograph will convince 
one that the patient was fortunate to escape 
with the loss of one finger. 

In searching through the literature I 
find in the small monograph on “Das 
Panaritium” by R. Klapp and H. Beck,’ 


the same condition illustrated. 
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No doubt much mischief is done by the 
too prolonged use of aluminum acetate 
even when it stops far short of producing 
necrosis. Generally speaking, all will be 
accomplished in twenty-four hours that 
can be accomplished with this drug and, 
when prescribed, a limitation should be 
placed on its use. The same general rule 
is applicable to any wet dressing. 





1 Leipzig, 1923, PI. vi. 


[SURGICAL SUGGESTIONS] 


OME cases of pain in the arm, especially those 

with paresthesias in the ulnar nerve distribution, 

are due to dragging of the brachial plexus over the first 

rib. They are relieved by elevating the shoulder and by 
exercising the trapezius to keep it elevated. 


HE characteristic cervical rib syndrome is that of 

pressure on the lower trunk of the brachial plexus, 
viz., pain, paresthesia or anesthesia along the ulnar 
border of the forearm and hand, atrophy of the ulnar- 
nerve-supplied hand muscles, etc. All the phenomena of 
pressure by a cervical rib may be produced by the 
pressure of an abnormal or even a normal first thoracic 
rib. Several cases have been cured by resection of the 
first rib. 


HEN operating upon a case of cervical rib it is 

important to observe whether the pressure to be, 
relieved is due to this supernumerary, or to the normal 
first, rib. 
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ANY individuals with hemorrhoids 
M do not go to a surgeon because 

they fear an operation which 
they have heard is painful. Some of 
these individuals, though suffering great 
distress for a period of years, steadfastly 
refuse to permit the use of the scalpel or 
scissors. For these, a procedure may be 
employed which results in complete re- 
moval of the hemorrhoidal tissue, but 
which meets many of their objections. 

This method is based upon the destruc- 
tive action of the high frequency electric 
current when applied in concentrated form 
to animal tissue. This action may be a 
coagulating or desiccating one. Micro- 
scopical sections of tissue treated with 
these currents showed that: “The cells 
submitted to desiccation treatment were 
shrunken and shrivelled, and their nuclei 
condensed and elongated with a suggestion 
of cell outline, the whole assuming a 
mummified appearance. The blood vessels 
were thrombosed, and there were evi- 
dences of hemorrhage. In the case of 
coagulation, the cell outline was entirely 
lost, the affected tissue elements fused 
into a structureless homogeneous mass 
representing an appearance not unlike that 
of hyalinisation.”! 

The use of the high frequency current 
in hemorrhoidectomy permits the surgeon 
to mollify the fears of the timorous patient 
who refuses the usual surgical operations. 
The hemorrhoid may be removed under 
local anesthesia in the doctor’s office, and 
the patient permitted to go home after- 
wards. This removes the dread of hos- 
pitalization. No blood is lost during the 


1Clark, W. L., Morgan, J. D., and Asnis, E. J. 
Electrothermic methods in the treatment of neoplastic 
and other lesions with clinical and histological obser- 
vations. Radiology, 1924, li, 233-246. 
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operation. Infection does not occur at 
the time of operation, inasmuch as the 
operation itself is a sterilizing procedure, 
the heat generated being sufficient to 
destroy microorganisms as well as body 
cells. The occurrence of embolism is pre- 
cluded by the fact that there are no 
clots or loose tissue left in the blood 
vessels to be taken up by the blood 
stream and swept to some other part of 
the body. The lymphatic and _blood- 
vessel ends are sealed by the treatment. 
With proper anesthetization, no pain is 
experienced during the operation. The 
amount of postoperative distress varies 
with the extent of the involved area, the 
sensitiveness of the patient, etc., but, in 
general, appears to be much less than 
that following the usual surgical removal. 
It is not necessary to use a rectal tube, or 
to confine the bowels by a constipating diet. 

The removal of hemorrhoidal tissue by 
means of electrodesiccation or electro- 
coagulation is just as complete as by the 
use of the scalpel. Tissue destroyed by 
means of a current of high voltage and 
high frequency is just as dead as if it 
had been cut away from the body by 
means of the knife. The extent of the 
area destroyed and therefore the com- 
pleteness of the removal of the hemor- 
rhoidal tissue depend upon the operator, 
whether he employs the scalpel or the 
electric current. Very frequently, in addi- 
tion to the larger hemorrhoids there are 
small varicose areas which cannot readily 
be excised, ligated, or removed by the 
clamp and cautery, but which can very 
easily be destroyed by means of the 
pointed electrode used in surgical dia- 
thermy. It is these small varicose areas 
which may subsequently develop into 
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larger hemorrhoids, which the patient 
interprets as “recurrences.” 

Preparation for Operation. Preparation 
for the operation on the part of the patient 
consists of emptying the bowels by means 
of an enema, and avoiding food for a 
short time before. Local anesthesia may 
be secured by perianal or sacral injection. 

Apparatus. A well-balanced, resonant 
diathermy machine is employed. For the 
destruction of the small varicose areas, a 
pointed metal electrode in an insulated 
holder is used. By means of it, either 
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the monopolar (Oudin) or bipolar (d’Arson- 
val) type of current may be applied. If 
the d’Arsonval current is to be used, this 
electrode is connected to one pole of the 
machine, and a large indiffereut electrode 
is connected to the other. This indifferent 
electrode may be made of block tin. A 
convenient size is 6 by 8 inches. 

It is thoroughly covered with soap lather 
and placed on some convenient area of 
the body, as the lower part of the back. 
In this position the weight of the patient’s 
body, as he lies on the table, holds the 
plate in firm contact with the skin. 

If the Oudin current is to be employed, 
the active electrode is connected directly 
with the Oudin terminal of the machine, 
and no other connection is needed. 

With both currents a foot switch is-a 
great convenience, permitting the current 
to be turned on or off as the operator 
desires without the necessity of using his 
hands for the purpose. 

The exact amount of current to be used 
should first be determined by testing the 
effect of varying amounts of current on a 
piece of raw meat. Note should be taken 
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not only of the amount of current used, 
as determined by the settings on the 
machine (and in the case of the d’Arsonval 
current by the readings on the hot-wire 
milliamperemeter), but also of the size of 
the active electrode and the time during 
which the current is applied. Cross sec- 
tions are then made through the treated 
areas to determine the extent of the action 
of the current. By this means, the amount 
of current to be used on the hemorrhoidal 
tissue can be determined. The change in 
color of the tissue as it becomes coagulated 
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or desiccated will indicate the surface 
extent of the treated area. 

For the destruction of the larger hemor- 
rhoidal masses, this method (employing a 
pointed metal electrode) is not satisfac- 
tory for several reasons: 

1. The destroyed mass decays and 
becomes malodorous. It offends the olfac- 
tory sense until it sloughs off, ten days to 
two weeks after the operation. 

2. The dead mass acts Jike a foreign 
body, causing a mechanical irritation. 

3. The exact depth to which the tissue 
is destroyed cannot be definitely deter- 
mined. 

When a rapidly oscillating current is 
passed through the tissues its electrical 
energy is converted into heat. The amount 
of heat formed in tissue varies directly as 
the square of the current passed. Increas- 
ing the amount of current will increase the 
temperature of a given area, provided that 
the heat is held concentrated in that area. 
With living tissue this is impossible, as the 
blood stream has a marked heat-dispelling 
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effect. Hence the increase in the tempera- 
ture of the treated part is not in exact 
accord with the above physical law. 

The heat developed in the tissues by the 
high frequency current varies directly as 
the resistance of the tissues through 
which it passes. Inasmuch as with the usual 
technique there are many different types 
of tissue of different electrical resistances 
lying between the electrodes, this physical 
law is difficult of exact application. 

Thus the exact depth of the destroyed 
area is dependent upon several variable 
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factors: the size of the active and of the 
indifferent electrode, the amount of current 
used (its voltage and its amperage) and 
the resistance of the particular tissues to 
the passage of the electric current. 

To obviate the difficulty of applying 
these physical laws in hemorrhoidectomy 
by means of the high frequency current, T 
have devised a clamp which consists essen- 
tially of two equally active electrodes held 
parallel and properly insulated so as to 
protect the operator. 

The advantage in the use of two active 
electrodes lies in the fact that the path of 
the destroyed area can be exactly deter- 
mined, lying as it does in the plane of the 
active electrodes, which are held parallel 
to each other. This obviates the danger of 
destroying too much or too little tissue. The 
uncertainty as to the depth of the destruc- 
tive effect of the current is removed. The 
area is destroyed exactly as desired. 
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The action of the electrosurgical hemor- 
rhoid clamp is in no way comparable to 
that of the ordinary surgical clamp used in 
the clamp and cautery method. The ordi- 
nary surgical clamp compresses the tissue 
at the base of the hemorrhoid, insuring 
hemostasis when the tissue beyond it is 
removed. The electric clamp has only very 
slight compressing action, being so con- 
structed that its jaws are separated where 
they are applied against the hemorrhoid. 
The very purpose of this separation is to 
prevent the hemorroidal tissues being com- 
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pressed tightly, thus insuring a broad base 
which can be coagulated by the action of 
the electrical current. In the usual clamp 
and cautery operation, an artificial tuck 
of skin, of mucous membrane, or of both, is 
made, and the tissue removed along a very 
thin linear area. This area is then seared 
over with actual cautery. What happens 
therefore is a superficial carbonization of 
tissue over a thin line. With this technique, 
the occurrence of secondary hemorrhages 
may be explained by the tendency of the 
adjacent remaining tissue, which has thus 
been artificially tucked, to pull apart, the 
glueing action of the thin and superficial 
carbonized area being insufficient to hold it 
together. With the use of the electro- 
surgical hemorrhoid clamp, the destructive 
action actually occurs within the tissues 
embraced by the clamp. The resistance of 
the tissue to the passage of the electric 
current of high frequency, which is travers- 
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ing it between the two active electrodes on 
either side, causes the development of heat 
sufficient: to coagulate it. The destroyed 
area thus has sufficient width and depth to 
hold the healthy ends of tissue firmly 
together and thoroughly to cover the 
healthy tissue underneath. 

Operative Technique.! After anesthesia 
has been instituted, the hemorrhoid, 
whether it be imternal or external, is 
grasped by means of an Allis clamp and 
is held stretched while the jaws of the elec- 
tric clamp are approximated to its base. 
The current is then turned on by means of 
a foot switch. 

The hemorrhoid becomes coagulated 
across its base. It is then cut off above the 
coagulated area by means of scissors, 
scalpel, or the high frequency cutting cur- 

1Full technique is described in J. Industrial Hygiene, 
Jan., 1927, ix, No. 1. 





ABDOMINAL 


The diagnosis of acute abdominal dis- 
orders which demand prompt surgical 
intervention presents an interesting and 
fascinating problem to the medical mind. 
No other field of medicine throws the doc- 
tor so completely back upon his own 
resources, those resources which dwell 
within himself and are manifested by the 
exercise of his special senses and reason. In 
these days of elaborate laboratory diag- 
noses, when all the facilities of modern 
science In its many ramifications are called 
into play, it is rather exhilarating to throw 
away all outside aids, all so-called exact 
methods and instruments of precision, to 
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rent. The high frequency cutting current 
does not of itself have a sufficient coagulat- 
ing or desiccating effect to permit it to be 
used alone in the removal of hemorrhoids. 
During the two weeks or so before the 
coagulated area separates off, the healthy 
tissue surrounding it is preparing to act as 
a new covering surface, so that when it 
does separate off, the clean wound that is 
left heals over with great rapidity. 
Postoperative Treatment. The _after- 
treatment of patients operated on for 
hemorrhoids by means of the high fre- 
quency current consists preferably of rest 
in bed for a few days, depending on the 
amount of discomfort, and the application 
of some soothing ointment such as butesin 
picrate. If there is much discomfort, it is 
advisable to use hot compresses of magne- 
sium sulphate solution and, if necessary, 
suppositories containing opiates. 





grapple with the problem unaided and 
strive to deduce its correct solution by the 
proper arrangement of facts obtained by 
one’s own observations, and correlated by 
one’s own experiences. We are no longer 
interpreting chemical reactions, reading 
instrumental findings, or puzzling over 
photographic films, but we are noting 
nature’s reaction to abnormal stimuli 


within the human body—reactions which, 
although they may be constant, are so 
influenced by individual cenditions and 
multiplicity of contributing factors that 
each diagnosis is an independent entity.— 


JoHN M. Brrnie in Boston M. and S. J. 
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TREATMENT OF HEMORRHOIDS. 


BY DILATATION AND INJECTION 


CHARLEs J. DRUECK, M.D. 
Professor of Rectal Diseases, Post-Graduate Hospital and Medical School 
CHICAGO 


\ ) THEN the diagnosis of a purely 
hemorrhoidal disease is established, 
the type of surgical measures for 

relief must be considered, because no given 

procedure is best suited to all conditions. 

It is neither necessary nor profitable to 
discuss the many operative measures that 
have been advocated for the cure of 
internal hemorrhoids. 

A number of them are obsolete and 
others are ineffectual. I hold, however, that 
the following procedures will suffice in all 
cases and the effort is made to indicate the 
type of operation best suited to certain 
hemorrhoidal conditions. 


DILATATION OF THE ANAL SPHINCTERS 


In the early stages of hemorrhoids, when 
there is only dilatation and varicosity of 
the vessels, and also in the acute hemor- 
rhoids developing during pregnancy, relax- 
ing of the sphincters is often a beneficial 
measure. Where the tumors are small and 
within the sphincter grasp, thus occasion- 
ing pain and tenesmus, much immediate 
relief comes from dilatation followed by 
cold injections and the regulation of the 
diet. However, I feel this valuable treat- 
ment is often misused. 

If the sphincters are very irritable it may 
be advisable at the first treatment to dis- 
tend the fibers to only 1 inch and then at 
each subsequent session to increase the 
amount of distention, the object being to 
stretch the muscle speedily to a diameter 
considerably larger than is ever produced 
by a fecal mass, which in the natural evacu- 
ation of the bowels is relatively slight. 

In old cases where the sphincter is 
relaxed and the hemorrhoids prolapse with 
each bowel movement, coughing, sneezing 
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or stooping, where it is evident there is 
already a lack of muscle contractility, it 
would be folly further to stretch the sphinc- 
ter fibers. In such a case, the tumor must 
be removed and the sphincter restored. 

Stretching the sphincter forms an 
important step in the treatment or many 
rectal diseases, because it produces certain 
anatomical changes and definite physiolog- 
ical results. Stretching the muscle also 
stretches the fine nerve filaments in its 
substance and produces paralysis of these 
fine twigs. The result is the same as is 
produced when stretching the sciatic nerve. 
Localized inflammatory products are 
broken up, and as a result sphincteric 
spasm, pruritis and hypersensitiveness are 
mechanically relieved. In many instances 
pent-up secretions are thus provided free 
drainage. 

If the traumatism is limited to the nerve 
branches in and about the sphincter, the 
regeneration of the nerve soon occurs and 
the paralysis is only temporary. If, 
however, the larger nerve trunks are 
injured, regeneration is more remote and 
it is possible for cicatrization and atrophy 
to occur in the muscle before new nerve 
tissue is built up, so that more or less 
permanent paralysis will result as a 
consequence. 

A digital examination must precede 
every instrumental examination or dila- 
tation, because it furnishes the examiner 
precise information regarding the tone, or 
contractile power, of the sphincter. 

If the finger can be introduced into the 
patient’s rectum easily and without feel- 
ing the “bite” or spasm of the sphincter, 
one must be very chary about introducing a 
speculum and dilating the anal canal, 
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because what little contractile power is pres- 
ent may be easily dissipated and a 
permanent partial or complete paralysis 
result. 

The following case is an example: 


A woman, aged twenty-six years, was 
delivered instrumentally of a large boy. The 
perineum was ruptured but was promptly 
repaired, the patient recovered and enjoyed 
good health, having complete control of the 
bowels. Four years later she was operated 
upon for hemorrhoids, and since that operation 
has had complete paralysis. The surgeon who 
operated informed me that he was positive 
no undue traumatism was used. 


This case is mentioned to show that 
where the nerve supply of the sphincters 
has been previously injured an instru- 
mental dilatation may be fatal to good 
results and therefore a previous digital 
examination is always indispensable. 

Dilatation is not curative of prolapsing 
hemorrhoids, but as a preliminary step to 
more radical procedures it is very valuable 
in rendering the interior more accessible 
and to lessen the after-suffering of the 
patient. In the early stages of hemorrhoidal 
disease and in the inoperable cases, the 
careful, gradual relaxation of the sphinc- 
ters and cold water douches and enemas 
will do much to make the individual 
comfortable. 


INJECTION TREATMENT OF HEMORRHOIDS 


This method is sometimes referred to as 
the “American system,” or again as the 
“absorbing treatment.” It originated with 
Mitchell of Clinton, Illinois, in 1871, and 
for many years was used promiscuously by 
ignorant and irresponsible charlatans who 
still exploit it as the “no-knife treatment.” 
A great deal has been said pro and con 
the efficacy and value of this plan of 
treatment. 

There are many individuals who go on 
year after year enduring pains and incon- 
venience at the anus hecause of their 
dislike or distrust of surgical measures. 
We have also found this method par- 
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ticularly satisfactory in tuberculous and in 
aged subjects. 

In young and active persons the injec- 
tion treatment is limited to the chronic 
internal hemorrhoids in which the pre- 
dominating symptom is bleeding or pro- 
trusion or both. When the hemorrhoids are 
inflamed, with irritable and tightly con- 
tracted sphincter muscles, a_ radical 
removal is indicated. Such a condition 
usually is the result of a submucous or 
subcutaneous infection which requires 
incision and drainage, as well as removal of 
the hemorrhoids, to bring about a com- 
plete cure. 

It is also a waste of time to remove the 
hemorrhoids by ambulatory measures and 
then put the patient to bed for the relief 
of fissure, fistula or other surgical com- 
plications; although hypertrophied pap- 
illae, skin tabs or polypi may be removed 
under local anesthesia and thus in no way 
jeopardize the ambulatory treatment of 
the hemorrhoids. Terrell! estimates that 
about 70 per cent of the cases of hemor- 
rhoids are amenable to office treatment. 

Methods of Injection Treatment. There 
are two methods of treating hemorrhoids 
by injection. The first is to inject into the 
pile a sufficient quantity of a caustic 
solution to cause the tumor to slough 
away, thus leaving an ulcer to heal by 
granulation. This method was formerly 
most used but was largely responsible for 
those complications that brought the treat- 
ment into disrepute with the.profession. 

The second method comprises the injec- 
tion of a small quantity of a weak solution, 
sufficient only to set up irritation and 
plastic exudation. This obstructs the circu- 
lation and produces a thrombophlebitis, 
causing shrinkage and atrophy of the 
pile without slough and ulceration. This 
method affords the maximum of good 
results with a minimum of complica- 
tions. When carefully performed in selected 
cases the results compare favorably with 
the best of other treatments. 


1 Terrell, E. H. My present views of quinin and urea 
in the treatment of internal hemorrhoids. Am. J. SurG., 
1921, xxxv, 382. 
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The injection is applicable only to 
uncomplicated internal hemorrhoids that 
can be replaced and retained in case of 
prolapse. It can be practiced in all cases 
in which the rectal speculum can be 
introduced. External and thrombotic hem- 
orrhoids, or acutely inflamed internal 
piles, must not be treated by this method. 
Most of the untoward results following 
this treatment arise from its use in inap- 
propriate cases. 

Many different drugs in various com- 
binations have been experimented with, 
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but carbolic acid, which was the active 
ingredient in the original formula, retains 
its reputation as a most effective agent. 


Dissolved in water, glycerine, or a bland 
vegetable oil, in strength varying from 10 
per cent to 25 per cent, it may be used 
alone or in combination with salicylic 
acid, lead acetate, zinc chloride, ergot or 
hamemelis. The antiseptic, anesthetic and 
caustic properties of phenol render it 
particularly applicable for this purpose. 

More recently the use of quinine and 
urea hydrochloride in 5 per cent strength 
has been brought into prominence by 
Terrell. Boas! advocates 96 per cent car- 
bolized alcohol. My personal preference 
is for the following: 


R. Phenol (crystals) 
Zinc chloride 
Olive oil 


I have found that combinations con- 
taining glycerine diffuse more readily 
than those made with olive oil and hence 
tend to spread out beyond the hemorrhoid. 

1 Boas, I. Ueber die Heilung der Haimorrhoiden auf 


unblutigem Wege und deren Resultate. Arch. f. 
Verdauungskr., Berl., 1920, xxvi, 1-18. 
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Technique. The technique is not diffi- 
cult, but requires some experience to 
secure the best results and to avoid the 
unpleasant complications that sometimes 
arise. 

When it has been determined that the 
patient’s condition indicates the use of 
this method of treatment, the procedure is 
as follows: On the day previous to the 
operation the bowel is thoroughly evacu- 
ated and four hours before the treatment 
a careful irrigation is given to clean out 
the pelvic bowel. 


The patient lies on his left side on a 
firm couch or table, preferably at least 
30 inches high. The thighs are fully flexed 
and the perineum is exposed in a good light. 

A medium-sized conical anoscope of the 
Brinkerhoff type (Fig. 1) provides the 
best longitudinal view of the hemorrhoid, 
thus permitting an accurate placing of 
the solution. The anoscope is warmed, well 
ointed with vaseline, introduced into the 
anal canal and rotated until the desired 
hemorrhoid presents through the opening. 
Sometimes the patient can cause the 
hemorrhoid to protrude by straining and 
in such a case the pile may be treated 
while prolapsed. 

Boas delivers all hemorrhoids outside 
the anus for diagnosis and treatment. This 
he says can usually be accomplished by 
straining; if not, an enema of hot salt 
solution or glycerine will often answer 
the purpose. Aspiration with a Bier 
vacuum glass has always proved the 
best means for drawing out the hemor- 
rhoids. The aspiration is continued, under 
local anesthesia, until the nodules are 
distended to the utmost and until they 
do not collapse when the cupping is lifted. 

In those cases where the pile is treated 
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in situ it is engaged in the fenestrum of the 
speculum. The slide of the speculum is 
withdrawn only sufficiently to let the 
tumor protrude through the opening. (Fig. 
2.) The pile is now cleansed by swabbing 
with an antiseptic (my preference is for 50 
per cent alcohol). 

My hemorrhoid syringe (Fig. 3) now 
punctures the pile at about its middle and 
is advanced to about the center of the 
hemorrhoid, where 5 minims of the solu- 
tion are slowly instilled until the tumor 
distends and blanches. The amount of solu- 
tion necessary for each pile will vary, a 
large one may require upwards of 20 
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no need to attempt too much at one time 
because the others may be treated while 
dressing those first injected. If the tech- 
nique is correct, the solution properly 
placed and given slowly, there should be no 
pain. If the introduction of the needle 
causes a twinge it should be withdrawn 
immediately and another site chosen 
farther up. 

Results and After-Treatment. Following 
the injection the hemorrhoids swell up con- 
siderably. If they have been injected while 
prolapsed they must be smeared with vase- 
line and carefully and immediately placed 
above the sphincter. Even in this situation 
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minims to distend and blanche the whole 
tumor; but caution must be exercised that 
too much solution is not used. Only enough 
solution is used gently to distend or balloon 
up the pile. As the tumor blanches the 
needle is permitted to remain in situ for a 
few minutes until the solution diffuses and 
coagulates, thus preventing escape of the 
fluid injected. The needle is then rotated a 
few times and withdrawn. 

The puncture wound is immediately 
covered with a pledget wet with alcohol to 
prevent the solution from escaping and to 
neutralize any carbolic acid that may get 
out of the surface of the mucous membrane. 
The tumor, if prolapsed, is now replaced 
above the sphincter. The whole anal canal 
is then well covered with sterile petrolatum 
or astringent ointment. 

A hemorrhoid may usually be fully 
injected from one puncture, but in very 
large or vascular piles it is advisable to 
deposit a few drops of the solution in two 
or three different locations. This may be 
done by only partially withdrawing the 
needle and then advancing it in another 
direction. If but two or three medium- 
sized piles are found they may all be 
injected at the one sitting, but if they are 
large but one should be treated. There is 
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there is a feeling. of weight and fullness in 
the rectum. This usually comes on a few 
minutes after the treatment and lasts for 
not over an hour, and the patient should 
remain recumbent to allow this rectal 
excitement to subside before he is dismissed 
from the office. Further than this there 
should be no discomfort or inconvenience 
from the treatment and the patient may go 
about his business as usual. 

The patient should be advised of the 
possibility of the injected hemorrhoid pro- 
lapsing during the first twenty-four hours, 
and also be warned against straining or 
walking about. Should the injected pile 
come out it should be replaced at once by 
gentle pressure with soft paper or gauze 
well covered with astringent ointment. 

If several hemorrhoids have been treated 
at one sitting it is best that the bowels do 
not move for at least two days. Afterwards 
they should be moved each day by a gentle 
laxative such as the following: 


R. Magnesii sulph. 
Magnesii carb. 
Sulphur precipitat. 
eA eer see aa 
Pulv. anis 
M. et sig. One or two teaspoonfuls in 
water at night. 
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After the daily evacuations have been 
begun with the laxative the cold water 
enemas should be used each day. The diet 
should be largely of fresh fruit and vege- 
tables, with the avoidance of alcohol, con- 
diments and tobacco. 

Following the injection the pile becomes 
grayish in color and on digital examination 
feels hard and fibrous, not unlike a polypus, 
but it soon begins to shrivel and in three or 
four weeks will have disappeared, leaving 
the mucosa quite normal to the touch. The 
whole healing process in the rectum is 
scarcely noticed by the patient. 

Three days after the first treatment a 
second group of piles may be injected. This 
is continued until no piles are demonstrable 
through the speculum. 

Relief of bleeding and prolapse is noted 
after the first treatment and many patients 
feel cured after four or five treatments, but 
as long as piles can be found through the 
speculum they must be injected or even- 
tually they will trouble the patient. 

If one treatment fails entirely to eradi- 
cate the hemorrhoid, it may be injected a 
second time after the reaction has subsided. 

There appears to be a tendency for other 
veins of the anal canal to become varicose 
when the supporting pressure of the piles 
is removed, and by seeing the patient from 
time to time one can inject these as they 
show in the speculum, and before they give 
rise to symptoms. I, therefore, like to keep 
the patient under observation for a year, 
seeing him every two or three months. 

Most sufferers from hemorrhoids com- 
plain of constipation. It is remarkable how 
this disappears with the piles; indeed, it is 
quite exceptional for it not to. I ask 
patients to leave off all purgatives. 

Complications. Untoward effects very 
occasionally following an injection are: 

1. Pain. This may result from (a) 


injecting an inflamed pile. This should 
be avoided and no injection given until 
inflammation has subsided. (b) Injecting 
a prolapsed pile and either not returning 
it into the rectum or allowing it to pro- 
lapse again and become strangulated. 
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The patient should take some care to 
keep a prolapsing pile up for twelve 
hours after its injection. After a few 
injections, often after the first, this tend- 
ency to prolapse will cease. (c) Injecting 
too low in the anal canal, where the latter 
is supplied with nerves from the perineum. 
It is well to start injecting high up and 
gradually to work downward, leaving the 
lower inch of the anal canal till the end of 
the treatment. By so doing that part will 
probably require no injection at all. (d) 
Depositing the injection too deeply in the 
pile and thus involving the muscular coat 
of the bowel. 

2. Sloughing. It is important carefully 
to place the needle in the center of the pile 
before injecting the tumor. If the solution 
is deposited too near the surface, the 
mucosa will slough and ulceration follow. 
On the other hand, if the needle is carried 
into the muscular coat of the bowel, 
inflammatory reaction, abscess and per- 
haps extensive sloughing may follow. Also 
the solution must be cautiously injected 
lest the pile be over-distended. The sloughs 
are usually small but are very unfortunate, 
inasmuch as sometimes the process can- 
not be controlled and severe infection or 
secondary hemorrhage may result. 

3. Urinary irritation. This may result 
from injecting in too close proximity to 
the urethra or prostate. It is not usually 
severe and passes off in an hour or two. 

Advantages of Injection Treatment. The 
advantages of this procedure are: 

1. The technique may be carried out in 
the office. 

2. No anesthetic is needed. 

3. Postoperative discomfort is very slight. 

4. There is no confinement to bed; the 
patient can immediately get about his 
ordinary duties. 

5. There is no danger of stricture or in- 
continence. The sphincter is not even 
dilated. 

6. The results are as satisfactory in the 
severest as in the mildest cases. 

7. In selected cases the certainty and 
permanence of the cure is almost absolute, 
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but a thorough knowledge of the rectal 
anatomy and its diseases is essential if 
one expects uniformly good results. Most 
important of all is a realization of the 
class of cases to which it is suited and its 
limitations. No one should attempt this 
treatment until he has thoroughly grasped 
these principles and knows what tissues 
to avoid and what symptoms to expect. 
Idiosyncrasy for Drug. The possibility 
of an idiosyncrasy on the part of the 
patient must always be borne in mind 
when using a potent drug, and phenol is 
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no exception although we have had no 
difficulty in its use up to the present time. 

Terrell in eight years’ experience, in 
which he had used quinine and urea 
hydrochloride many thousands of times, 
has had no alarming effects that could 
in any way be attributed to the drug. He 
found three patients with some idio- 
syncrasy to quinine. Collier Martin, how- 
ever, has reported one case in which 
very alarming symptoms followed the 
injection of quinine and urea _ hydro- 
chloride into a hemorrhoid. 


[SURGICAL SUGGESTIONS] 


ULTIPLE masses in the breast are rarely malig- 
nant and usually bespeak an involutional mas- 
titis, often cystic. They are often bilateral. 


VEN an isolated mass in the breast, especially if 
elastic, may prove on aspiration to be only an 








innocent cyst. Disappearance of the mass, partially or 
wholly, by the escape of the fluid through a needle, 
justifies the surgeon in assuring his patient that the 
tumor is not malignant. Moreover, a single puncture Is 


often curative. 


HE discharge at the nipple of a thick, cheesy 
secretion usually means that an associated breast 


tumor is not malignant. 
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PERFORATION PERITONITIS 


WITH LARGE ENCYSTED GALLSTONE 
IN RIGHT NEPHRIC SPACE 


REPORT OF A CASE 


NATHAN BLAUSTEIN, M.D. 


NEW YORK 


INTRODUCTION 


ERFORATION of the gall bladder or 
Pie bile ducts must always be serious, 

on account of an escape of the visceral 
contents into the peritoneal cavity; the 
danger depending, however, on two factors: 
first, the nature of the extravasated fluid, 
and second, the time elapsed before sur- 
gical relief is afforded. 

The presence of healthy bile in the peri- 
toneum due to an injury such as a stab, 
a bullet wound, or a blow in a healthy 
individual, may be tolerated for some 
time without serious damage. It is of far 
more serious moment when the extra- 
vasated bile is pathological as it usually 
is where there is distention of the gall 
bladder or any disease of the bile ducts; 
for in such cases the bile is infectious and 
rapidly sets up a diffuse peritonitis, which, 
unless speedily operated on, ends fatally. 
If, however, the diagnosis be made at 
once and early operation is done, the prog- 
nosis is good. 

In rupture of the gall bladder from sud- 
den pressure induced by straining at stool, 
vomiting, sneezing, efforts in parturition, 
or even by blows over the hepatic region, 
there is, in all probability, in the greater 
number of cases a predisposition to rupture 
from thinning by ulceration or by long- 
continued distention, otherwise the acci- 
dent would be much more common. 
Usually perforation occurs slowly. 

It is highly dangerous to permit patients 
with distended gall bladders to go without 
operation even though symptoms be only 
occasionally present. A careful operation 


in these cases is almost devoid of risk, 
but rupture is hazardous in the extreme. 


INCIDENCE 


Bile peritonitis occurs under various 
conditions, among which must be included 
contusions of the abdomen with or without 
previous disease of the liver and larger 
bile channels, lacerations of the biliary 
tract through incised wounds of the abdo- 
men, and, finally, both acute and chronic 
inflammations of the bile channels, obstruc- 
tive and non-obstructive. In this paper, 
bile peritonitis will be considered only as 
resulting from perforation of the gall blad- 
der following a long-standing cholecystitis 
with cholelithiasis. 

McWilliams (1912) collected 108 reports 
of operations where spontaneous perfora- 
tion of the gall bladder or extrahepatic 
ducts had occurred after long-standing in- 
flammatory disease with resulting peritoni- 
tis in all. This finding is sharply at vari- 
ance with the usual result in infections 
of the gall bladder, namely, local adhesions 
witha circumscribed pericholecystic abscess 
in which the gall bladder undergoes necrosis. 
McWilliams reviewed a total of 3180 opera- 
tions on the biliary tract where perforation 
was encountered in twenty-nine (0.9 per 
cent). Karullon’s figures from an analysis of 
6114 consecutive autopsies are somewhat 
higher. He found gallstones 572 times with 
perforations of the gall bladder in three 
instances (1.5 per cent). His findings are 
contrary to the generally accepted idea 
that the gall bladder is the most common 
site of perforation. 
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From the above analysis it would seem 
that perforation of some portion of the 
biliary system into the peritoneal cavity 
occurs approximately once in every 100 
cases of infection of the tract where the 
bile flow encounters obstruction. It is, 
however, a lamentable fact that surgical 
textbooks tend to minimize the possi- 
bility in the mind of the reader. 


SIGNS AND SYMPTOMS 


The symptoms of perforation of the bile 
passages are those of the perforative peri- 
tonitis from other causes, but there will 
usually have been premonitory symptoms 
pointing to the origin of the disease. 

1. Pain. A sudden pain beneath the 
right ribs, and collapse succeeded by 
vomiting, general distention of the abdo- 
men, and a feeble pulse, form the promi- 
nent features of the disease. 

The clinical application of our knowledge 
of the nerve supply of the parietal peri- 
toneum depends upon the various ways in 
which irritation of the nerve terminals 
may be made known. Such irritation may 
be evidenced by (1) local pain and sensi- 
tiveness; (2) referred pain; (3) superficial 
hyperesthesia; (4) superficial hyperalgesia; 
(5) muscular rigidity; (6) alteration of 
muscular reflexes. The manifestations 
depend partly upon the nature of the 
irritant. 

2. Free Fluid. If the extravasation is 
extensive there will be signs of free fluid in 
the peritoneal cavity. 

Whatever be the cause, the disease 
usually manifests itself somewhat suddenly, 
with pain on the right side of the abdomen, 
rapidly becoming general. A rapid and 
feeble pulse, fall of blood pressure, quick 
thoracic breathing, fever, intense depres- 
sion, pallor, marked tenderness on pres- 
sure, rapidly developing tympanitis, vom- 
iting, and an extremely anxious expres- 
sion of countenance, are usually present. 
Although an elevation of temperature is 
usual, it is by no means constant, and 
affords only slight assistance in the diag- 


nosis Or prognosis. 
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3. Jaundice may or may not be pre- 
sent; if not present before the accident, 
usually comes on from absorption of biliary 
pigment by the peritoneum, and if the 
bowels can be moved, the motions will usu- 
ally be clay-colored. The diagnosis of 
perforation of gall bladder is materially 
visualized by a history of definite prerup- 
ture symptoms. The following are classical: 

(1) Definite reflex symptoms referred to 
the stomach at fairly definite periods, 
usually within thirty minutes after eating, 
with marked qualitative food dyspepsia 
caused by retention of gas-producing and 
greasy foods in the stomach constituting 
so-called “dyspepsia” with pylorospasm. 

(2) Less severe pain and more prolonged 
soreness after spells aid the diagnostician 
since it is probable that stones are either 
not present or are too large to obstruct 
the duct. 


DIAGNOSIS AND DIFFERENTIAL DIAGNOSIS 


The diagnosis of peritonitis resulting 
from rupture of gangrenous cholecystitis 
with lithiasis practically resolves itself 
into the diagnosis of the cause of acute 
peritonitis starting on the right side of 
the abdomen. Although this may be due 
to perforation of the stomach, the duo- 
denum or the ascending colon, etc., the 
chief affection for which it is likely to be 
mistaken is acute appendicitis. 

In some cases, the normal descent of 
the cecum into the right iliac fossa does 
not take place, the cecum ahd colon, with 
the appendix, being found in the right 
hypochondrium in close relation to the 
gall bladder. A few cases have been recorded 
in which this relation was present, and an 
attack of appendicitis led to the develop- 
ment of an abscess beneath the right costal 
margin. Such a case would give rise to 
great difficulties, and it might be impossi- 
ble to say until the abdomen is opened 
whether the condition is due to cholecystitis 
or to appendicitis. In appendicitis, the pain 
usually begins around the umbilicus, and 
is subsequently referred to the right iliac 
fossa, or it may start at a lower point in 
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the abdomen and pass toward the umbili- 
cus. In gall-bladder inflammations there 
is almost invariably tenderness a little 
above and to the right of the umbilicus. 
The symptoms of acute peritonitis and 
paralytic obstruction of the bowels are 
common to both. Fortunately, explora- 
tory incision is appropriate to both; but 
it is important to distinguish between them, 
for if the incision is made over the gall 
bladder in a case of appendicitis, or vice- 
versa, an abscess may be opened through 
the unaffected peritoneum, and give rise 
to general peritonitis. 


PROGNOSIS 


In peritonitis from diseases of the gall 
bladder or bile ducts the effusion is at 
first limited to the larger pouch on the 
right side of the abdomen. These cases 
are, therefore, amenable to treatment if 
operated on within a short time of the 
catastrophe, whereas in case of delay the 
fluid, which is infective, tends to pass into 
the pelvis and to produce general infection 
of the peritoneum. 

Prognosis is thus entirely dependent 
upon the time interval of non-interference 
during which the peritonitis-spreading infec- 
tion is in progress. Other factors directly 
dependent upon the time interval are: 

1. Extent of peritoneal involvement. 

2. Amount of intra-abdominal hemor- 
rhage. 

3. Gallstones, their presence and num- 
ber and whether located and removed. 

4. The patient’s resistance. 

5. Judgment and surgical skill. 

6. Involvement of other organs (paraly- 
sis of gut, liver abscess, etc.). 


TREATMENT 


As soon as it is clearly made out that 
perforation has occurred, or even if it be 
suspected that such is the case, the abdo- 
men should be opened in the right semi- 
lunar line. If pus and bile be found, they 
should be rapidly aspirated. It is advis- 
able not to use gauze sponges to wipe away 
any of the exudate or leakage; nor to flush 


Blaustetn—Perforation Peritonitis 


American Journal of Surgery 587 


the peritoneal cavity with saline solution 
as many still practice. The patient may be 
too ill to bear a prolonged operation 
(generally he is), and if so, free drainage 
will probably do all that is necessary under 
the circumstances. In draining, it should 
be borne in mind that the right kidney 
pouch forms a distinct peritoneal pocket, 
and that a drainage tube applied through 
a stab opening in the right loin affords a 
free exit for extravasted fluid coming from 
the neighborhood of the gall bladder. A 
similar stab wound may be made above 
the pubis to drain the pouch of Douglas. 


Fic. 1 Section of large pure cholesterin calculus. 
Arrows point to areas of softening with nests of 
pathogenic microorganisms. 


CASE REPORT 


E. R., white, aged forty years, physician, 
married, was admitted to the Beth David 
Hospital, November 8, 1925, complaining of 
slight pain in the right side of the abdomen. 
For several years he had had dyspepsia and 
heart-burn irregularly and at long intervals. 
Bicarbonate of soda gave him ample relief 
and he used it quite freely and regularly. 

Five days before admission, late at night, 
he ate a spiced beef sandwich and a piece of 
cake; then he retired feeling well. Three hours 
later he was awakened by a severe, lancinating 
pain in the epigastrium which lasted the rest 
of the night. The following morning he was 
taken to Bellevue Hospital, where he was told 
that the condition of his gall bladder necessi- 
tated immediate operation. For two days he 
persistently refused operation. Meantime 
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vomiting appeared and the temperature and 
pulse rate began to rise. He was then removed 
from Bellevue to Beth David Hospital. He 
was then in considerable pain and was vomiting 
freely. His body and extremities were covered 
with a cold perspiration and the rectal tem- 
perature was 101°F., pulse 110, respirations, 28; 
face was livid and somewhat cyanosed; teeth 
in poor condition. Lungs were negative; heart 
sounds, regular but weak. The abdomen was 
distended, especially the right half, and tender- 
ness was general, more marked over the right 
hypochondriac region where a definite circular 
fluctuating mass could be made out. The entire 
right half of the abdomen was rigid, and dull on 
percussion. Digital examination revealed bal- 
looning of the rectum. Blood pressure was 
108/70. The urine contained a trace of albumin 
and occasional leucocytes. Blood examination 
showed a leucocytosis of 14,800 on November 
8, falling to 9600 on November 13. Preopera- 
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tive diagnosis was perforation of gall bladder 
with circumscribed abscess. 

For five days the patient persistently refused 
operation, then consented. 

Operation: November 13, 1925, 8:30 A.M. 
Novocaine infiltration, right upper rectus 
incision. Peritoneum, adherent throughout to 
underlying mass, was incised for 1 inch without 
attempting to separate adhesions. A foul- 
smelling, greenish, thick pus poured out of the 
wound and with the aid of suction apparatus 
it was completely evacuated. I found that the 
gall bladder has completely sloughed away. 
The fluid-tract extended down to the iliac 
region. Gentle search for stones with one 
finger revealed one free in the peritoneal cavity. 
(see illustration). The abdomen was quickly 
closed with sufficient drainage. The patient 
failed to rally and died November 14, 8:00 P.M. 
The pus showed bacillus coli communis in 
pure culture. 
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URETERAL CALCULUS 


Ureteral calculus on the right side, may 
very closely resemble pyelitis in its symp- 
toms, and therefore differs from appendi- 
citis in the same respects. The pain with 
calculus may be more intense than that 


38156 


with appendicitis, and the patient is 
bathed in perspiration, especially over the 
upper lip. This last condition is rather 
characteristic of ureteral calculus.—JOHN 


M. Brrnie in Boston M. and S. J. 

















ERYSIPELAS 


FOLLOWING BACILLUS PYOCYANEUS 
INFECTIONS IN MASTOID WOUNDS* 


SAMUEL J]. KOPETZKY, M.D., F.A.C.S. 
AND 
RatpH ALMOUR, M.D., F.A.C.S. 


NEW YORK 


HE following five cases are reported 
because of the unwarranted appear- 
ance of erysipelas following a Bacillus 
pyocyaneus infection of the mastoid wound. 
In the first four cases, the organism was a 
secondary invader; in the fifth case, the 
mastoiditis was caused primarily by the 
pyocyaneus bacillus. 


Case 1. Female aged four years. She had 
recovered from an attack of anterior polio- 
myelitis two years previously with atrophy 
of the left lower extremity. She had had scarlet 
fever at the age of three years, which produced 
a chronic discharge from both ears. 

Otoscopic examination revealed a foul dis- 
charge filling both external auditory canals. 
When this was wiped away, large marginal 
perforations were found in both drums. 

A bilateral simple mastoidectomy was per- 
formed with the object of instituting permanent 
postauricular drainage, thus preserving the 
hearing while lessening the danger of the disease 
to life. The child had an uneventful postopera- 
tive convalescence, and was discharged from 
the hospital at the end of two weeks. 

For the following three months, the child was 
dressed daily and the wounds were irrigated 
with Dakin’s solution. The fluid was also forced 
through the antrum into the middle ear. Under 
this treatment, the right middle ear ceased dis- 
charging after two months, but the discharge 
from the left ear persisted. 

Three months after operation, culture from 
the mastoid wounds showed Staphylococcus 
albus; from the left middle ear, Staphylococcus 
albus and hay bacillus. 

Two weeks later, there suddenly appeared in 
both mastoid wounds the characteristic bluish 
pus of the pyocyaneus bacillus. This was 
cultured and identified bacteriologically. Three 


days after the appearance of the pyocyaneus 
infection, the child’s temperature rose from 
normal to 105.6°F., and remained at approxi- 
mately this level for the following six days. The 
skin surrounding both wounds became red and 
swollen and in two days a distinct raised border 
could be seen limiting the area of redness. This 
margin rapidly spread to involve the entire 
face and scalp and part of the anterior chest 
wall. Blood culture was negative. Blood counts 
taken during the period of the infection 
showed a high leucocytosis (18,000 to 21,000) 
with a high polymorphonuclear count (89 
per cent). The erysipelas lasted ten days and 
then subsided. The temperature reached nor- 
mal on the ninth day, and the child made a 
complete recovery. At the time of this writing, 
the right middle ear is dry and the posterior 
wound closed, while the left still shows a slight 
discharge due to the Staphylococcus albus. The 
left mastoid wound is still patent, and post- 
antral lavage is being continued on this side. 


Case 1. Male, aged fifty-nine years, devel- 
oped an acute mastoiditis on the right side 
after an attack of acute coryza. An acute 
coalescent mastoiditis was found and a simple 
mastoidectomy was performed. The sigmoid 
sinus was exposed by the disease and during 
the operative procedures was opened. The 
bleeding was controlled by an iodoformized 
gauze plug. Culture from the mastoid pus 
yielded the Streptococcus hemolyticus. The 
patient made an uneventful recovery and was 
discharged from the hospital at the end of the 
second week. The mastoid wound and middle 
ear healed within five weeks. 

Seven weeks after operation, the patient 
complained of some pain and stiffness on the 
right side of the neck. His temperature was 
100°F. There were marked swelling and indura- 
tion on the right side just below the healed 


*From the Department of Otolaryngology, Beth Israel Hospital, New York City. Read before the Section 
on Otology of the New York Academy of Medicine, February 11, 1927. 
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mastoid wound. This swelling became progres- 
sively larger during the following week and the 
temperature range was between 100°F. and 
101°F. daily. Because of the injury to the 
sigmoid sinus at the time of operation, it was 
thought that a thrombus might have developed 
in the venous channels, either in the bulb or 
in the internal jugular vein. He was accord- 
ingly readmitted to the hospital where two 
blood cultures were taken and found sterile. 
The blood count at the time of admission 
showed 9,000 white cells, 74 per cent 
polymorphonuclears. 

An incision was then made in the neck 
directly over the indurated area. There was no 
pus found. The internal jugular vein was found 
normal in appearance. The mastoid wound 
was reopened and found clean. The portion of the 
sinus which was opened at the first operation 
was covered with healthy granulations. These 
findings and the negative blood studies, low 
temperature and aseptic clinical course defi- 
nitely ruled out a venous thrombosis. 

The following day, the dressings were 
saturated with the blue pus of the pyocyaneus 
organism. This infection was present in both 
the mastoid and neck wounds. The patient’s 
temperature until then had remained below 
101°F. Two days later it suddenly rose to 
105°r. and erysipelas appeared around the 
mastoid and neck wounds. The redness and 
swelling, with its limiting raised border, spread 
over the face and neck and finally involved the 
upper and lower lids of both eyes. Dr. James A. 
Kearney was called in to examine the patient 
and diagnosed the condition as a solid edema of 
the eyelids due to erysipelas. He incised both 
upper lids; the subcutaneous tissue was 
gangrenous but no free pus was obtained. The 
conjunctivae became edematous and protruded 
beyond the margins of the lids. The erysipelas 
lasted ten days before subsiding. The total 
Jeucocytosis during the entire infection ranged 
between 13,500and 16,000, while the differential 
count showed a polymorphonuclear percentage 
of 87. 

The mastoid and neck wounds were healed 
at the end of the second week after the onset 
of the pyocyaneus infection. The solid edema 
of the lids gradually abated but the swelling 
of the conjunctivae persisted. Dr. Kearney 
replaced the protruding portions of the con- 
junctivae by inverting the lids and keeping 
them in position with adhesive tape. 

One week later, that is, seventeen days after 
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the appearance of the erysipelas, the right 
middle ear began to discharge and the culture 
of the pus showed the pyocyaneus bacillus. 
Two days later, the patient had another attack 
of erysipelas which lasted for five days. The 
patient then went on to complete recovery 
and at the time of this writing is in perfect 
health. 


CasE ul. Female, aged eight months, 
developed a bilateral mastoiditis following 
measles: A simple mastoid operation was 
performed on both sides and the pathology 
found was that of an acute coalescent mastoidi- 
tis. The culture from both mastoids yielded a 
hemolytic streptococcus. One week after opera- 
tion, the temperature, which: until then had 
been below 102°F. suddenly rose to 104.6°F. 
The wounds were dressed and on the right side 
the gauze was saturated with the bluish-green 
pus of the pyocyaneus organism. This was 
cultured and the pyocyaneus bacillus was 
identified. No streptococci were, isolated in 
either broth or blood-agar. The blood culture 
was negative. The blood count showed 14,500 
white cells, 88 per cent polymorphonuclears. 

Three days later, an area of induration 
appeared around the right mastoid incision. 
This spread with a raised advancing border and 
within four days involved the entire face and 
scalp. Both eyes were completely closed by 
edema. The erysipelas lasted two weeks and 
then subsided. Both middle ears were dry and 
the child was discharged from the hospital 
at the end of the fifth week as completely 
cured. 

One week after leaving the hospital, the child 
developed an otitis media on the right side 
which was followed by another attack of 
erysipelas. This lasted one week before sub- 
siding. The child has been well since. 


Case tv. Female, aged seventy-four years, 
developed an acute left mastoiditis following a 
severe cold in the head. A simple mastoid 
operation revealed an acute coalescent mastoid- 
itis. The Streptococcus hemolyticus was iso- 
lated from the pus in the mastoid. At the first 
dressing, four days after operation, a Bacillus 
pyocyaneus infection was discovered and the 
dressings were covered with the characteristic 
bluish pus. Cultures showed a growth of 
Bacillus pyocyaneus but no hemolytic strepto- 
cocci were isolated. 

Two days later, the temperature rose to 
103.8°F. Blood culture was negative. Leucocyte 
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count was 11,000, 79 per cent polymorpho- 
nuclears. The patient had a severe chill lasting 
fifteen minutes. The wound was dressed and 
the red, advancing border of erysipelas was 
found spreading toward the occiput. The 
temperature ranged between 104°F. and 105°F. 
for one week and then fell to normal by lysis. 
Subsequent blood counts showed the total 
leucocytes to vary between 14,000 and 16,500; 
the polymorphonuclears constituted 82 per 
cent to g1 per cent of the total. The erysipelas 
disappeared on the fifteenth day and the 
mastoid wound and middle ear healed within 
four weeks. The patient was discharged from 
the hospital at the end of the eighth week and 
has been well since. 


CasEv. Male, aged seventy-one years, had 
been operated upon for a ruptured gangrenous 
appendix and general peritonitis. The culture 
from the peritoneal cavity yielded the Bacillus 
pyocyaneus. He then developed a_ pelvic 
abscess which also showed the pyocyaneus 
bacillus on culture. Three weeks after his first 
operation, he complained of severe pain in his 
left ear. The drum ruptured spontaneously and 
a discharge appeared in the canal, which, when 
cultured, was found to be due to the pyo- 
cyaneus organism. Two weeks later, a left 
parotitis appeared which was followed by a left 
facial paralysis. The examination of the left 
ear at this time showed definite signs of an 
acute coalescent mastoiditis. The blood culture 
taken at this time proved to be negative, as 
were two subsequent blood cultures taken 
during the next two weeks. The temperature at 
this time was normal and had been so for one 
week. Prior to that, the temperature varied 
between 100°F. and 101°F. 

A simple mastoidectomy was then performed 
under local anesthesia and the entire cellular 
structure was found coalesced. No cause for 
the facial palsy could be found in the mastoid 
process. Incidentally, the origin of the facial 
paralysis from the parotitis was borne out by 
the presence of taste in the anterior two-thirds 
of the left side of the tongue. The Bacillus 
pyocyaneus was isolated in pure culture from 
the mastoid pus. 

Three days after operation, the patient’s 
temperature rose to 103.2°F. The dressings 
were saturated with bluish pus and on changing 
them an erysipelas was found to have developed 
around the mastoid area. Simultaneously with 
the appearance of the erysipelas in the mastoid 
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region, the condition also developed in the 
vicinity of the abdominal wound. In this case, 
the leucocyte count remained low throughout 
the period of the erysipelas, (9,000 total white 
cells, 72 per cent polymorphonuclears). The 
disease lasted thirteen days before subsiding 
entirely. The mastoid wound was still dis- 
charging pyocyaneus pus at the time of this 
writing. 


Erysipelas is a distinct clinical and 
pathological entity. It is an acute inflam- 
mation of the skin produced by the involve- 
ment of the lymph channels through 
bacterial invasion and is characterized 
clinically by redness, swelling and pain. 
The redness and swelling spread by a 
raised border leaving the formerly affected 
areas flattened and pale. The bacteria 
which most often produce erysipelas are 
a strain of streptococci. It was at first 
thought that there existed a specific 
streptococcus, the Streptococcus erysipe- 
latis, which was the etiological factor. 
This organism was isolated by Fehleisen! 
from every case of erysipelas that he exam- 
ined and, when inoculated into both 
animals and humans, produced the typical 
clinical and pathological picture of erysipe- 
las. The production of the disease by a 
specific organism was disproved subse- 
quently by many observers since they 
were able to produce erysipelas with other 
strains of streptococci isolated from cases 
of general peritonitis, carbuncles, etc.* 
The fact that erysipelas can be caused by 
divers strains of streptococci definitely 
rules out the Streptococcus erysipelatis 
as the sole etiologic agent. Furthermore, 
the clinical and pathological entity known 
as erysipelas has been found associated 
with organisms other than the streptococ- 
us. Jordan, Felsenthal and Petruschky* 
were able to produce erysipelas experi- 
mentally in rabbits by inoculation with 
staphylococci. Neufeld, using the pneumo- 
coccus, and Petruschky, using the colon 
bacillus, obtained the same results in 
rabbits.‘ Reiche' reports a case of erysipelas 
in a human which was due to the Staphylo- 
coccus pyogenes. Bonome, Bordoni-Uffre- 








592 American Journal of Surgery 
duzzi and Jochman also report cases of 
erysipelas due to the staphylococcus.‘ 

The possibility of the pyocyaneus bacil- 
lus having been the causative factor in our 
cases must be considered. While this 
organism usually produces a mild type of 
infection, it is capable of causing a virulent 
one. Wassermann‘ in bacteriological studies 
made during an epidemic of severe umbili- 
cal infection, found the etiologic factor to 
have been the Bacillus pyocyaneus. Len- 
hartz? and Neumann! found that organism 
in the blood of patients suffering from 
general sepsis following mastoidal disease. 
Brill and Libman’ as well as Finkelstein’? 
isolated the pyocyaneus bacillus in pure 
culture from the blood of patients having 
general sepsis. While the percentage of 
such findings is small, as reported by 
E. Fraenkel,'! who found this organism in 
only 4 of 1,100 cases of general sepsis, its 
capacity to produce a virulent infection 
is to be noted. 

In three of our cases (11, 11 and tv), the 
Streptococcus hemolyticus was the organ- 
ism found in the pus in the mastoid process. 
However, with the appearance of the 
pyocyaneus infection, the streptococcus 
was killed off and could not be isolated in 
cultures. That the pyocyaneus organism 
has the power to destroy other organisms 
by lysis has been demonstrated by Emmer- 
ich and Léw.’? They have isolated the 
substance which they term pyocyanase and 
have shown its ability to destroy other 
bacteria. This, and the fact that the 
erysipelas appeared in our cases after the 
onset of the pyocyaneus infection and after 
the streptococcus could no longer be 
obtained on culture, speak against the 
erysipelas having been caused by the 
streptococcus in the three cases mentioned. 
In our fifth case the pyocyaneus bacillus 
was the cause of the mastoiditis and no 
streptococcus was present. Furthermore, 
when one considers that the incubation 
period of erysipelas following surgical 
trauma is usually from twenty-four to 
thirty-six hours, it will be seen that in our 
cases, with the exception of Case v, the 
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onset of erysipelas bore no such relation 
to the time of operation. The period of 
incubation coincided with the time between 
the appearance of the pyocyaneus infection 
and the onset of erysipelas. We believe, 
therefore, that since the streptococcus 
organism could not have been the cause 
of the erysipelas in these cases, it is likely 
that the Bacillus pyocyaneus was the 
etiological factor. 


CONCLUSIONS 


1. Five cases of mastoiditis are reported 
wherein erysipelas developed following a 
Bacillus pyocyaneus infection of the mas- 
toid wound. 

2. Erysipelas is a_ clinicopathological 
entity not produced by a specific organism. 
It is further to be noted that organisms 
other than the streptococcus have been 
reported as producing erysipelas. 

3. The possibility of Bacillus pyocyaneus 
as a cause of the clinical and pathological 
entity known as erysipelas is strongly 
emphasized. 
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ANGIONEUROFIBROMA OF THE 
OCCIPITAL NERVE’ 


Wincuett McK. Craic, m.p. 


ROCHESTER, MINN. 


EUROFIBROMAS may occur in al- 
most any part of the body and give 
rise to a variety of symptoms. A 
variety of cellular changes in these neo- 
plasms may occur, rendering the clinical 
diagnosis difficult and the advisability 
of their surgical removal questionable. 
Tumors that fall into this category may 
occur either singly or as a manifestation of 
generalized neurofibromatosis. 
The oncology of neurofibromas is still 


small import because the comparative 
degree is usually low. 

The case of a median, extracrania! tumor 
in the occipital region which I am reporting 
is of interest because symptoms other than 
deformity were not associated with it. 
The tumor had increased rapidly in size. 

REPORT OF A CASE 

A boy, aged thirteen years, was brought 
to the Mayo Clinic because of a swelling in 
the occipital region which had been present 





Fic. 1. Size and position of the tumor, and the elliptical 
incision used. 
incomplete. The origin remains a matter of 
dispute among pathologists, some authori- 
ties attributing it to the mesodermal and 
some to the ectodermal layer. Von Reck- 
linghausen, whose name has been identified 
with all varieties of nerve tumors, believed 
that they originated from tissue in the 
endoneurium, perineurium or epineurium. 
But with the advent of more selective 
staining methods, Pick, Bielchowsky, and 
Verocay catalogued them with neoplasms 
arising from the ectoderm. Regardless of 
their origin, these tumors are amenable to 
surgical procedures and should be removed 
completely. The usual microscopic picture 
is classically benign but, if evidence of 
malignancy is found, the significance is of 


Fic. 2. Retraction of the edges of the skin and separation 
of the tumor from the underlying skull. 

since he was six months old. The family 
history was unimportant. When the mass was 
first observed it was about 1 cm. in diameter. 
There was no change until he was two and a 
half years old, when his parents noticed that 
it was firm, movable and about 3 cm. in 
diameter. When he was eleven, the growth 
was about 4 cm. in diameter, and still firm 
and freely movable. The following year the 
tumor became soft on palpation and continued 
to enlarge. The tumor did not cause symptoms. 

Examination. The blood pressure, pulse 
and temperature, and urine were normal. The 
hemoglobin was 73 per cent; the erythrocytes 
numbered 4,620,000, and the leucocytes 9800. 
The blood Wassermann reaction was negative. 
The fundus and fields of the eyes were nor- 
mal. Roentgenograms of the skull “showed 


*From the Section on Neurological Surgery, Mayo Clinic. Submitted for publication April 8, 1927. 
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marked multiple depressions in the outer table 
of the occipital bone. The tumor, 10 cm. by 10 
cm., extended from the superior margin of the 
occipital bone to the upper cervical region. 





Fic. 3. Diagrammatic sagittal section showing relations 
of the tumor to the skin and the skull as well as the 
erosions of the bone. 

It was rather nodular, tender about the mar- 

gins, and softer and semifluctuating in the 

center. It was entirely covered with hair and 





Fic. 4. Microscopic section showing the arrangement of 
the cells and the distribution of the vessels through- 
out the structure. (<60.) 

did not seem to extend lower than the foramen 

magnum. There seemed to be a projection 

through a crater of the bone. In the lower 
half, it was rather firm and nodular, like an 
irregular bone overlaid with soft tissue; this 
part was movable from side to side. Pulsation 
could not be demonstrated in the tumor nor 
could any bruits be heard over it or anywhere 
about the head. It was not painful to pressure 
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and there was no transmission of light. Neuro- 
logic examination proved absolutely negative. 
A diagnosis of neurofibroma was made. 
Operation. An elliptical incision was made 
vertically over the tumor. The tumor proved 
to be extremely vascular, so that it was neces- 
sary to infiltrate the area with pr0caine 
containing epinephrin. Further, to insure hemo- 
stasis, a Heidenhain stitch was used to encircle 
the area. The skin was then reflected on both 
sides and the upper margin of the tumor was 
exposed. It was soft, gray, and contained 
numerous thrombosed vessels. The upper mar- 
gin was easily freed from the underlying bone 
and was retracted posteriorly. The under 
surface was covered with numerous small 
nodules which had eroded the bone in some 
areas and had stimulated hyperplasia in 
others. However, the tumor was easily sepa- 
rated and removed completely. The skin 
edges were approximated, the Heidenhain 
suture removed, and closure completed. 
Healing and convalescence were uneventful. 
On microscopic examination the structure 





Fic. 5. Profile of the patient after operation showing 
the healed wound and the position of the Heidenhain 
suture used for hemostasis. 

was fibrous in character, the fibroblasts being 

arranged in strands and whorls interspersed 

with numerous vessels. The pathologic diag- 

nosis was angioneurofibroma (Figs. 1 to 5). 

















A PLASTER TABLE 


FOR APPLYING CASTS WITH THE 
PATIENT RECUMBENT 


Witton H. Rosinson, m.p. 


PITTSBURGH 


[ex table was designed for the appli- 


cation of plaster casts to the trunk, 

legs, shoulder or upper arm with the 
patient lying on his back, his side or his 
abdomen. 


The structural parts of the table are of 
galvanized gas pipe or steel tubing. Its length 


those known in the instrument trade as locking 
extension castors. Each wheel may be locked 
by pressure of the foot on a small trigger; 
the stem on the castor allows the table to be 
raised a height of about 14 inches at one or 
both ends. 

The top boards (Fig. 1, At, A2, A3) of the 
table are removable in sections; there are 





Fic. 1. 


Fracture table. a1, A2, A3, removable top boards. B1, one of the narrow cross-pieces of which 


there should be four or five. c1, c2, hammock bars. p1, p2, turnbuckles for controlling hammock tension. E, the 
underslung support shown in the shoulder position (note that it is adjustable as to height by the screw). A 
flat sheet of steel not shown here rests between the turnbuckles and when in use supports the patient’s head. 


is 68 inches; width, 30 inches; height, 34 
inches, which may be increased to 50 inches. 
The uprights and their connecting pieces are 
of 1 inch pipe; the top is of 34 inch pipe, 30 
inches by 68 inches; it rests on the uprights, 
each corner of which is provided with a 1 inch 
tee of which the upper half has been sawed 
off to get a deep groove. The wheels are 


six of these boards which are long enough to 
fit between the side pipes of the frame with 
about 4 inch to spare. Four are 6 inches wide 
while two are 12 inches wide. Each board 
engages on the side pipes by means of a pair 
of flat iron strips (2g inch thick and 1 inch 
wide) bent at the ends to form hooks. Each 
board should also: have attached to its under 
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surface a couple of short pieces of iron at right 
angles to the length of the board to prevent 
warping. All these iron pieces are bolted to 
the under surface of the boards by small 
carriage bolts, which on account of their flat 
heads hold well and do not protrude. Oak, 
34 inch thick, is best for the boards. In addi- 
tion to the boards there should also be pro- 


vided six or eight cross bars (B1) of steel, 1 . 


inch wide by 3¥¢ of an inch thick, bent down 
at the ends to rest on the top bar in the same 
manner as the boards are supported. 

On the top pieces of frame are two cross- 
pieces of pipe (c1, c2) made to slide on the 





Fic. 2. Position for application of cast to spine in exten- 
sion, for fracture of body of vertebra, tuberculosis 
of the spine, etc. The short vertical piece (F) adjacent 
to the underslung support is a holder for an anesthesia 
screen. 


pipe by means of tees, which I shall call the 
hammock bars. The one at the foot is attached 
permanently to the short cross pipe, while the 
one at the head rides free. To control the upper 
movable cross-piece there is provided a pair 
of heavy turnbuckles with hooks (D1, pD2). 
These hooks are made by bending and flattening 
a hook on one end and cutting a long thread 
on the other end of each four pieces of 3¢ inch 
steel rod. The turnbuckle is obtainable at any 
hardware store. 

The hammock was originally made of can- 
vas but it has been found convenient to use 
four to six muslin bandages in the form of a 
loop over both hammock bars, the ends being 
tied tight. The proper tension is obtained by 
means of the turnbuckles. With this type of 
hammock the patient may be removed from 
the frame by cutting the bandages at the head 
and foot of the table. 

Riding on the four lengthwise pipes of the 
frame work is a forging or casting (E); in the 
center of this a vertical hole is drilled in which 
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sits an ordinary 1 inch bench screw; to the 
top of this a piece of 1 inch Shelby tubing 
about 8 inches long is fastened by means of 
two tapered pins through tubing and screw. 
A second piece of Shelby tubing fits within 
and extends 1 inch above the top of the first; 
a slot 34g of an inch wide and 1 inch Jong 
is cut at the top of this second piece of tubing. 
I: shall call this the underslung support. It 
will be noted that the top member of this 
support is designed to receive the hip support 
as used on the Albee table. 

A part not possible to show on the drawing, 
without spoiling its effectiveness, is a sheet of 





Fic. 3. Position for application of cast to pelvis. Note 
that pelvis is supported by the underslung support. 


steel about 18 inches by 20 inches that is 
strapped to the head of the top frame. This 
serves as a head rest for the patient. 


In this table I have made provision for 
holding a patient in a comfortable position 
for the time necessary to apply various 
effective plaster casts. When a hammockis 
stretched (at any desired tension) between 
the hammock bars the patient may be laid 
face down thereon and a cast applied to 
hold good spinal extension position (Fig. 2) 
which may be desired in tuberculosis, 
or fracture of the body of a vertebra. 
Using the underslung support under the 
pelvis (Fig. 3) a cast may be applied includ- 
ing, or not, a spica of one or both thighs. 
Such a cast has been found useful in cases 
of spondylolisthesis and hyperflexion condi- 
tions in the sacrolumbar region. The 
possibility of the latter condition. being 
the cause of symptoms has been discussed 
by me.! 

1 Robinson, W. H., and Grimm, H. W. The sacro- 


vertebral angle, its measurements and the clinical signi- 
ficance of its variations. Arch. Surg., 1925, 11, 911-916. 
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With the support moved towards the 
head of the table (Fig. 4) a comfortable 
position is obtained for application of 
abduction casts to the arm or shoulder. 
This arrangement is also effective in the 
application of a cast after open reduction 
of fracture of the clavicle. The table is 
also useful during the application of casts 
or splints to the leg, knee or ankle (Fig. 5). 
Hyperextension at the hip, as after the 
Soutter fasciotomy, is obtained by placing 
the pelvis on the rest, and the foot or feet 
on a board placed on the lower pipe. It is, 
of course, feasible to do this open operation 





Fic. 4. Position for application of cast to shoulder. The 
hammock can be seen under the patient’s neck. 
In this position the body may rest on the tightly 
stretched hammock or be partially supported by the 
underslung support. The two vertical pieces (Gc) 
attached to the lower cross bars at the head of the 
table are for the traction posts which extend upward 
through holes (H) cut in the metal head-piece. 


on the table. When the dressings have been 
applied to the wound it is quite a simple 
matter to place the patient in position for 
the application of the cast. 

The table can be used to obtain the 
Stimson position for reduction of a dis- 
located shoulder by gravity. For this 
position it should be raised to its full height 
on the extension castors. 

By attaching vertical uprights to the head 
and foot, a traction device may be made to 
exert any amount of traction on the neck 
or trunk. Likewise traction may be devised 
for one or both legs by weight or screws. 

The size and strength of the table, 
together with the large castors, make it 
useful in handling the unusually heavy 
fracture patient, because he may be placed 
in a comfortable position, with the injured 
parts easily exposed and he may be trans- 
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ported from the operating room or plaster 
room to the roentgen-ray department and 
to bed without having to be lifted to and 
from a ward carriage. 

If the plaster is setting slowly the entire 
upper frame holding the patient may be 
lifted off and placed on the bed. For this 
purpose I use two blocks 4 inches by 4 inches 
and several inches wider than the frame 
itself. These are laid crosswise on the bed 
to support the frame. When the cast is so 
hard that there is no danger of buckling or 
indenting, the frame is removed. This is 
done as follows: (1) remove the sheet steel 





Fic. 5. Position for application of casts or splints to leg, 
knee or foot. Note the narrow cross bars which may 
be placed where required. The two vertical pieces 
(1) attached to two lower cross-members at the foot 
of the table by hooked bolts and wing nuts are for 
traction posts. 


head-piece which is attached only by two 
straps; (2) remove any cross-pieces under 
the patient; (3) if on a hammock cut it at 
head and foot; (4) move upper hammock 
bar to top of frame. The patient now lies on 
the bed and the frame can be lifted away. 

I have found no similar device in the 
surgical literature during the past ten 
years. Nevertheless I am aware that 
the gas pipe frame is, in one form or 
another, used in many hospitals. The 
table is presented in its entirety only in 
the hope of calling attention to particular 
features such as the hammock extension 
device, the underslung support, the remov- 
able top sections, the extensible legs and 
the large locking castors, as well as to the 
advantages of this type of table for hold- 
ing the patient during the application of 
certain casts. 











AN ADJUSTABLE TRACTION SPLINT 


Henry MitcnH, M.D. 


NEW YORK 


HE simple apparatus shown in the 

accompanying photograph was de- 

vised and made several years ago for 
the purpose of overcoming an adduction 
contracture of both hips. With the plates 
incorporated in two leg casts, abduction 
was gradually obtained and maintained 
by means of the turnbuckle screw. Since 
that time, the apparatus has proved of 
value as a temporary splint in fractures 
of the extremities and as a substitute 
for the Hawley table in cases of over- 
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riding fractures. By incorporating two 
such splints into plaster cuffs applied above 
and _ below the site of fracture, practically 
any type of displacement may be over- 
come. When the turnbuckles of these 
splints are elongated simultaneously, 
simple traction is exerted. If one turn- 
buckle is used, unbalanced traction 
is applied on the same side and 


any angulation to the opposite side is 
corrected. By appropriately molding the 
cuffs and adequately protecting bony 
prominences, the surgeon acquires almost 
the same results as in skeletal traction and 
at the same time reserves to himself the 
liberty of making necessary changes in 
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alignment of the fragments without jeop- 
ardizing either the traction or immobiliza- 
tion previously acquired. In cases of 
contracture about any of the larger joints, 
and especially in flexion contracture, suit- 
able lateral application of the splint per- 
mits the exertion of a constant and care- 
fully graded force. 

The apparatus consists of two flexible 
plates for incorporation in the plaster 
cuffs. Soldered to each plate is a steel rod 
5¢¢ inch in diameter and 1% inches long, 





Fic. 2. 


which has, hinged at its free end, a steel 
tube about 1 inch long and of sufficient 
diameter to accommodate a steel rod %{¢ 
inch in diameter. The rest of the apparatus 
consists of an adapter, a series of steel 
rods of varying length so that limbs of 
different sizes may be fitted, and an 
ordinary turnbuckle the ends of which 
have been machined down to fit the steel 
tubing. 

The apparatus is simple, inexpensive 
and may be made easily by any one with 
the slightest mechanical aptitude. When 
disassembled, it takes but little room in 
the physician’s bag. It may be put to a 
great variety of uses, and may prove of 
especial value in the treatment of com- 
pound fractures by permitting free access 
to the wound. 
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THE ASPIRATION TREATMENT OF TRAUMATIC 
JOINT EFFUSIONS 


contributed article (February, 1925) 

and as a brief editorial (December, 
1925)—we advised the treatment of trau- 
matic synovitis, especially of the knee, by 
aspiration of the fluid and mobilization. The 
observation that the hoary management by 
prolonged immobilization, followed by pro- 
tracted baking and massage, continues to 
prevail generally in practice and in text- 
book teaching, leads us to revert to the 
subject and to urge again a method of 
management that gives prompt relief of 
pain and greatly shortens the disability. 

As Metcalfe! observed in over 300 knee- 
joint aspirations, and as we also found and 
recorded, the fluid in cases of traumatic 
synovitis is at first blood or bloody, Le., 
the condition is at the outset a bemar- 
throsis. Gradually, as the blood is absorbed, 
the fluid becomes pink, then yellow, and 
only after a variable number of days is it 
“water on the knee.” 

Because of the constant presence of 
blood in these joint effusions one must 
assume that there is a tear in the capsule 
and some injury to ligament, cartilage or 
bone. In many cases of simple so-called 
“sprains” of the knee there is a crack in 
the head of the tibia or condyle of the 
femur, or a tear or displacement of the 
cartilage. If an acutely traumatized joint 
be opened after a short period the synovial 
membrane will be found soft, red and 
swollen, with small fibrin shreds adhering 
to its surface and floating in the bloody 
synovial fluid. The subsynovial vessels 
are dilated and congested and there is an 
apparent new formation of capillaries. 


"| cms before in the JouRNAL—as a 


1 Metcalfe, R. F. Traumatic synovitis of the knee 
joint and its treatment. Surg., Gynec. e” Obst., 1922, 
XXXIV, 270. 


The synovial villi are hypertrophied and 
congested. Microscopically, the synovial 
membrane is seen to be infiltrated by 
numerous small round cells and polymor- 
phonuclear leucocytes. There is some 
proliferation of the fixed tissue cells and 
of the endothelial lining of the joint. The 
fluid in the joint space contains a large 
number of mononuclear leucocytes which 
are apparently actively engaged in phago- 
cyting the red blood cells. Seen several 
days later, the fluid has become much lighter 
in color and the synovial tissue is found 
to contain a large number of erythrocytes 
which have permeated the endothelium. 
The synovial villi are bound together by 
fibrinous adhesions which are beginning to 
organize and over which endothelium has 
already begun to proliferate. If left to 
itself the fluid is slowly resorbed, but the 
capsule may remain lax and the intra- 
articular fat pads hypertrophied and thick- 
ened. The presence of fibrin in the syno- 
vial fluid, the formation, perhaps, of syno- 
vial adhesions and the usual method of 
treatment by immobilization encourage 
the occasional development of joint-mouse 
and of joint stiffness. 

The generally employed treatment by 
splinting, strapping, massage, baking, etc., 
is not only very tedious but also thus quite 
often leaves a weakened joint and atrophied 
muscles. By contrast, aspiration of the 
fluid promptly relieves pain, restores con- 
tour and permits normal motion, and it 
reduces the period of disability from several 
weeks to a few days, and the period of 
treatment from two months or more to 
about two weeks or less. 

Aspiration of the knee-joint, especially, 
is very easy of performance. It is simpler 
and less hazardous than aspiration of the 
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chest. Under aseptic precautions the 
chance of infection is very remote. None 
of the few authors who record experiences 
with this treatment has noted a single 
instance of infection. With a stout needle 
(about 19 gauge), attached to a suitable 
syringe, the joint or the quadriceps bursa 
is entered on either side, and as much of the 
fluid as possible is drawn out, with the 
assistance, if need be, of compressive 
manipulation. If in a few days the joint 
refills, the aspiration is repeated. It is 
seldom necessary to do it more than twice 
in uncomplicated cases, unless the patient 
has borne weight on that joint. Frequent 
recurrence of effusion means that the lesion 
is more than a ligamentous “sprain’”’— 
probably a tear of the articular cartilage. 
Frequent motion of the joint immedi- 
ately after aspiration should be encouraged 
but it is best to forbid weight-bearing for 
several days. The patient may walk with 
crutches. however, putting no weight on 
the jomt. At the end of about a week, if 
there is practically no effusion, weight- 
bearing is tried, to be abandoned immedi- 
ately, however, if there is a recurrence of 
swelling. Willems, who may be regarded as 


THE NEW SERIES 


ITH this issue the JouRNAL ends its 

first year of the New Series—a year 

during whcih the JourNAL has 
undergone great changes. It has been trebled 
in size; it has been given a new format; it 
has been printed on much better paper; it 
has added to care in editing and literary 
expression typographical elegance and 
painstaking press work; it has become the 
organ for the scientific transactions of 
several important surgical societies; it has 
the interested cooperation of an Editorial 
Board of distinguished surgeons who have 
written editorials, articles, commentaries, 
and book critiques, and have passed on 
certain contributions. 


Editorials 


JUNE, 1927 


the father of the aspiration treatment, 
though not the first to use it, observed that 
‘the goal to be reached is to restore the 
physiological function of the articulation 
as much as possible and in the case of the 
knee, this function is walking.” Never- 
theless, immediate weight-bearing often 
causes fresh bleeding, increases the number 
of aspirations needed and delays the 
cure. 

In most cases of “sprained ankle” the 
swelling is not due to effusion in the joint 
itself and they do not often lend themselves 
to aspiration. The ankle is a mortise joint, 
not subject to the same lateral strain and 
torsion as the knee; therefore immediate 
weight-bearing is less apt to do damage. 
When the effusion is in the ankle joint 
itself aspiration will give great relief and 
hasten the cure, just as it does in the knee. 
In many cases of traumatic effusion in the 
shoulder, elbow, wrist and even the finger 
joints early aspiration of the blood or 
bloody fluid will be very helpful. 

After an arthrotomy the joint fills with 
bloody fluid. This, too, we would treat, as 
we do traumatic synovitis, by aspiration, 
repeated as often as necessary.—W. M. B. 


OF THE JOURNAL 


In accordance with its pledge, the adver- 
tising pages of the JouRNAL have been 
freed from products that have not been 
approved by the Council on Pharmacy and 
Chemistry of the American Medical 
Association. 

Reviewing the JouRNAL’s accomplish- 
ments of a single year, both in its contents 
and in its appearance, the editors and pub- 
lishers are by no means satisfied. They are 
planning to make the Journac bigger 
and better. With the appreciated support 
of the profession, they mean to continue its 
development as a dignified, artistic maga- 
zine of practical surgery indispensable to 
the general and special surgeon.—W.M.B. 




















€ANTONIO CARLE€) 


NE of the most distinguished of Italy’s 
surgeons died last February in Turin, 
where for thirty years he held the 


chair of Surgical Clinic at the University _ 


and for nearly forty years he had been the 
chief surgeon of the St. Maurice Hospital. 

Antonio Carle, born near Turin seventy- 
three years ago, studied medicine at the 
university of his native city, and there 
became an assistant to one of the most 
learned surgeons of the St. Maurice Hospi- 


learned pupils who, scattered through 
Italy, hold many of the chairs of surgery 
at different universities and are at the 
heads of surgical departments of various 
hospitals. 

Antonio Carle was the first who dis- 
covered the Bacillus clavatus of tetanus, 
(described afterward by Nicolaier) and 
the first to demonstrate the possible 
transmission of the dreaded disease. As 
early as 1898 he established by striking 





Antonio Carle (1854-1927). 


tal, Berruti, whom he succeeded upon the 
latter’s death. 

In the eighties he visited several of the 
great clinics of Europe and spent two 
years in Vienna as a special assistant to 
Billroth. Returning home he won by merit 
and competition the vacant chair of Surgi- 
cal Clinic at the University of Turin, which 
he held until his death with great honor to 
himself and great credit to his country, 
leaving as a monument a host of most 


statistics the success of gastric surgery, 
then in its early years. In 1899 he pub- 
lished a contribution to surgery of the 
thyroid, with extensive statistics on the 
operation for goiter, and shortly after “A 
contribution to the operative treatment of 
fibromyoma of the uterus, with 979 cases.” 
He also contributed notably to our knowl- 
edge of surgery of the kidneys and biliary 
organs. a field in which he was a very skil- 
ful and successful operator. 
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For his great scientific and philanthropic 
accomplishments he was elected Senator 
of Italy and received from the Italian 
government all the honors usually conferred 
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upon the most eminent men. His life, how- 

ever, was a modest one, entirely devoted to 

his work as student, operator and teacher. 
Paoto De VEccuI. 


5sEDW ARD EMMET MONTGOMERY€3> 


Edward Emmet Montgomery, at the 

age of seventy-eight, American gyne- 
cology loses an outstanding figure—a man 
of originality, resource, forcefulness and 
conviction. 


[; the passing on April seventeenth of 








ability was not at first appreciated by his 
Alma Mater, but by a competing school, 
and in 1886 he became professor of gynecol- 
ogy in the Medico-Chirurgical College in 
Philadelphia, and in 1891~1892 he occupied 
the double chair in that institution. 


Edward Emmet Montgomery (1849-1927). 


Born in Newark, Ohio, in 1849, he was 
graduated from Dennison University, Ohio, 
in 1871, and from Jefferson Medical Col- 
lege, Philadelphia, in 1874. 

During Dr. Montgomery’s fifty-three 
years of practice in Philadelphia, he was 
identified with the development of obstet- 
rics and gynecology in this country and 
his influence was of a national character. 
Yet, as so often happens, his pedagogic 


In 1892 he was called to the chair of 
gynecology at Jefferson, first in the capac- 
ity of Clinical Professor, and then as 
Professor, a position which he held until 
his retirement from practice in 1917. 

Dr. Montgomery’s training in obstetrics 
and obstetric pathology was the result of 
his long service as obstetrician to the 
Philadelphia Hospital, which afforded him 
an opportunity to develop his rare diag- 




















New Series Vor. II, No. 6 


nostic acumen and courageous operative 
resourcefulness. It was in this institution 
that he performed the first successful 
oophorectomy before a public clinic in 
Philadelphia. 

He served at various periods as Attend- 
ing Gynecologist to St. Joseph’s and the 
Jefferson Hospital and as Consultant to the 
Kensington Hospital for Women, the 
Lying-In, Charity and the Jewish Hospitals. 

Dr. Montgomery was a prolific writer, 
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an impressive teacher, a keen diagnostician 
and a great operator. He was always master 
of the situation. No emergency unnerved 
him. Warmly esteemed by his colleagues, 
he was elected to the presidency of almost 
every local, state and national medical 


" society to which he belonged. Montgomery 


was one of the giants of the passing genera- 
tion in medicine—self-trained and reaching 
a leading réle by persistence, courage and 
an iron physique.—JOHN OsBorN Po.ak. 
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Micost CuirurGICHE. By G. Bolognesi and 
G. A. Chiurco. Siena Libreria Editrice Senese. 
S. Bernardino, 1927. 


This is the second volume of a Treatise on 
Human Mycopathology (Trattato di Micro- 
Patologia Umana), directed by Prof. G. Pollacci 
of Siena—a work which, when completed, will 
have about 1200 pages and 500 illustrations. 

In this volume on surgical mycoses Bolognesi 
and Chiurco arrange the material under the 
headings: 1. Well-defined mycoses. 2. Mycoses 
not well-defined. 3. Mixed or polymycoses. 
4. Doubtful mycoses. 5. Pseudomycoses. 

The greater part of the work is devoted to 
the well-defined mycoses. These are subdivided 
into twenty-two chapters, namely: actinomyco- 
sis, mucormycosis, saccharomycosis, mycosis 
due to malbranchea, oosporosis, moniliasis, 
mycosis due to mycoderma, mycosis due to 
trichosporium, mycosis due to madurella, 
mycosis due to indiella, aspergillosis, mycosis 
due to sterigmatocistis, penicilliosis, cladiosis, 
acladiosis, acremoniosis, sporotrichosis, mono- 
Sporiosis, emisporiosis, trichosporiosis, myco- 
sis due to acremoniella, mycosis due to 
haplographium. 

Of the pseudomycoses, bothriomycosis and 
staphylomycosis are given special treatment. 

The first part contains only the preface, with 
bibliographical notes on the mycoses in general, 
and the full treatment of two well-defined myco- 
ses, viz., actinomycosis and mucormyosis. 
Actinomycosis is indeed discussed in a most 
exhaustive and painstaking manner. It is a 
wonderful synthesis of pathological and clinical 
data. 

The section on mucormycosis begins with 
the principal species of mucor pathogenic for 
man, and then is subdivided regionally for the 
consideration of clinical data. 

The volume is rich in bibliographic refer- 
ences and illustrations as well as in scientific 
details. It contains much that is original. The 
completed treatise will be a valuable work of 
reference——Paota De VEcculI. 


SuRGERY OF Neop.astic DisEAsEs BY ELEc- 
TROTHERMIC Mertuops. By George A. Wyeth, 
mM.p., N. Y. Foreword by Howard A. Kelly, 
M.D., Baltimore. 8vo. Cloth. $7.50. Pp. 314; 
137 illus. N. Y. Paul B. Hoeber, Inc., 1926. 


“‘The idea of an electrical current of cutting 
power did not originate with the author. Such 
a current has been the basis of considerable 
experimentation for several years.’’ Neverthe- 
less, Wyeth has made a splendid contribution 
to the evolution of this modality both mechan- 
ically and surgically, and his name is written 
large in this development in the surgery of 
malignant growths. 

The terminology of high frequency currents 
has been very confusing. “‘Diathermy” is a 
word differently employed in different countries 
and, indeed, by different writers in the same 
country; and the distinction between “surgical 
diathermy” and “medical diathermy” has 
not entirely elminated this element of the 
confusion. “Desiccation” and “fulguration” 
are also terms that have been rather loosely 
used. Although Wyeth adds another word 
“‘endothermy” to those already in use, his book 
goes far to clear the fog of terminology. Indeed, 
it is to this clarification and to a description of 
the various surgical high frequency currents 
that he addresses himself in the first chapters. 
As summarized by him the surgically used high 
frequency currents (“endothermy’’) are: 1. 
Monopolar (Oudin current, which produces a 
dehydrating effect): electrodesiccation (Clark) 
and fulguration (de Keating-Hart). 2. Bipolar 
(d’Arsonval current which produces a coagulat- 
ing effect): electrocoagulation (Doyen) and 
surgical diathermy (Nagelschmidt). 3. Endo- 
therm knife (Wyeth), a three-element vacuum 
tube current which produces a cutting effect 
and seals lymphatics as it cuts. “The endo- 
therm knife is not a true knife but a current 
operating through the same needle, held in the 
same handle, employed for applying the dehy- 
drating monopolar current or the coagulating 
bipolar current. It is the current which cuts, 
or more properly, which causes a disintegration 
of the tissue, the line of incision being marked 
by narrow margins of coagulation. The needle 
is but the applicator by which the operator 
directs the incision . . . the cutting current 

. is of such extremely high frequency that 
it produces a molecular dissolution of the 
tissues, sealing lymphatics as it cuts by a thin 
line of coagulation. The incrustation which 
characterizes the cut of the ‘cautery knife’ does 
not follow . and [the author’s] records 
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show an unbroken list of healings by primary 
union, with a thinner, finer . . scar.” 

A large part of the book is devoted to the 
description of the technique of operating with 
the endotherm knife for various types of growth 
in various situations. It is replete with records 
of freely illustrated cases, the results of which 
leave no doubt that the high frequency cutting 
current is better than the cold knife in the 
removal of malignant tumors. Although 
Wyeth’s work and many of his cases have been 
made familiar by his previous publications in 
various journals, this conveniently sized volume 
is one of the most important surgical books 
published within the past year. 


INFECTIONS OF THE Hanp. By Lionel R. Fifield, 
F.R.c.S. (Eng.); Surg. Registrar, 1st Ass’t and 
Demonstrator of Anat., London Hosp. 12mo. 
Cloth. $3.25. Pp. 200; 13 pl. (2 col.), 56 text 
illus. N. Y. Paul B. Hoeber, Inc., 1927. 


Recognizing Kanavel’s “masterly mono- 
graph” on this subject as “classical,” Fifield, 
who has written also a serviceable book on 
Minor Surgery, has prepared this small work 
for students, interns and practitioners. It is 
based on the author’s dissections, serial sec- 
tions and injections as well as his surgical 
observations. The descriptions of lesions and of 
the surgical procedures indicated are clear and 
concise; and the manual may be recommended 
to those who have not time or inclination to 
study the larger work of Kanavel. Speaking of 
that form of “subcuticular infection 
affecting the nail-fold and known as paronychia 
(or by some as perionychia),” Fifield says: “It 
may take the form of a very small subcuticular 
abscess at the edge of the nail-fold, requiring 
a small incision to evacuate the bead of pus.” 
It seems curious that so many authors who 
write on hand and finger infections recommend 
only incisions for such paronychias, apparently 
failing to recognize that it is just the type of 
case above described that can be drained ade- 
quately and cured promptly without incision, 
by merely lifting the edge of the nail-fold with 
the flat of a probe, as we have pointed out in 
Surgical Suggestions. 


Tue Practicat MepicinE Series. Comprising 
Eight Volumes on the Year’s Progress in 
Medicine and Surgery. Under the General 
Editorial Charge of Charles L. Mix, a.m., 
M.D. GENERAL SuRGERY. Ed. by Evarts A. 
Graham, m.p., Prof. Surg., Washington Univ. 


Book Reviews 
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School of Med. Series 1926. 16mo. Cloth. $3. 
Pp. 726; 152 illus. Chicago: Year Book 
Publishers, 1926. 


For many years the surgical section of The 
Practical Medicine Series was edited in a note- 
worthy manner by the late Dr. Ochsner. The 
present volume, the first appearing under the 
distinguished editorship of Dr. Evarts A. 
Graham, continues the high tradition: and 
standard of excellence established by the 
former editor. In general the plan is the same as 
in the earlier volumes and consists of abstracts 
of articles dealing with advances in the various 
fields of surgery and allied subjects. After many 
of these abstracts the editor has appended 
interesting notes gleaned from his own experi- 
ence or reading. 


HaRELIP AND C.LeFr Patate. Cheiloschisis, 
Uranoschisis and Staphyloschisis. History, 
Etiology, Development, Anatomy, Physiol- 
ogy, Types, Surgical and Nonsurgical Treat- 
ment, and Reported Cases. By Matthew N. 
Federspiel, p.p.s., M.p., Prof. of Oral Surg., 
Marquette Univ. 8vo. $5. Pp. 200; illus. St. 
Louis: C. V. Mosby Co., 1927. 


For many years the author has devoted 
himself to a study not only of the operative 
procedures, but also of the end-results following 
treatment for harelip and cleft palate. He has 
observed that even though technically the 
defect may have been overcome, injury to the 
dental buds or the development of excess scar 
tissue, has often completely vitiated the effects 
of the operation. Because of his interests in 
orthodontia, the author calls attention to the 
necessity of careful cooperation between ortho- 
dontists and oral surgeons in the treatment of 
these defects. He shows by very carefully 
prepared sketches and photographs and the 
report of numerous cases the necessity for 
determining the limits to which the surgeon 
should go in his desires to effect radical cure 
and the limits at which the surgeon must admit 
defeat and call in the orthodontist for the 
application of prosthetic appliances or other 
conservative measures. In the consideration of 
the surgical treatment the usual operative 
procedures are carefully outlined and well 
illustrated. The value of the volume, however, 
lies in the evaluation of the work of orthodon- 
tist and oral surgeon in the treatment of this 
unfortunate malformation.—HENry MILcu. 
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Erupes sur Les AFFECTIONS DES Os ET DES 
ARTICULATIONS. By André Léri, Prof. Agrégé 
a la Faculté de Méd. de Paris. 8vo. 58 fr. 
Pp. 460; 128 figs. Par. Masson et Cie, 1926. 


The title of the forelying volume is somewhat 
of a misnomer. Ostensibly it is a treatise on 
diseases of bone in articulation. As such it is 
notably deficient in many important respects. 
Thus, the whole subject of infections of bones, 
particularly of the acute type, is completely 
lacking. The volume completely lacks unity of 
development and would be much better if 
entitled so as to suggest a collection of interest- 
ing articles on various bone and joint affec- 
tions which are seen more or less frequently by 
the orthopedist than to be catalogued as a 
systematic description of bone and joint disease. 
Some of the articles, such as the one which the 
author has designated under the title of Familial 
Pleonosteosis, represent special interests of the 
author and are treated at undue length, while 
bone tumors, fractures, tuberculosis, are treated 
not at all, or with undue regard for their rela- 
tive importance.—HENry MItcu. 


A Text-Book oF MepiciNeE. By 130 American 
Authors. Ed. by Russell L. Cecil, M.p., 
Assist. Prof. of Clin. Med., Cornell Univ.; 
Assoc. Ed. for Diseases of the Nervous 
System, Foster Kennedy, M.D., F.R.S.E., 
Prof. of Neurol., Cornell Univ. 8 vo. Cloth. 
Pp. 1400. Phila. W. B. Saunders Co., 1927. 


Specialism has grown in internal medicine 
as in all other departments of medical science. 
There are many men who have acquired special 
knowledge of a single disease or group of diseases. 
Even an Osler could scarce know today all 
that ought to be told in a complete textbook 
of medicine. These appear to be the considera- 
tions that have given birth to this large single- 
volume composite work. It is written by 130 
contributors, some of them surgeons and 
most of them professors or teachers in large 
American medical schools. Each disease descrip- 
tion bears the author’s name. 

As we glance through these 1400 pages, read- 
ing many of the sections at random, we have 
the impression that the contributions are fairly 
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uniform in excellence, that they have been well 
edited, and that the choice of authors has been 
good. It is a large task to secure the interested 
cooperation of so many authors, to get together 
and to arrange so many contributions. Curi- 
ously, there appears to be no section on tobacco. 


BOOKS RECEIVED 


GynecoLocicaL D1aGNnosis AND PatHo.tocy. By A. 
H. F. Barbour, m.p., LL.p., F.R.c.P., Formerly 
Lecturer on Gynecology, Univ. Edinb., and Gyne- 
cologist, Edinburgh Royal Infirmary; and B. P. 
Watson, M.D., F.R.c.S. (Ed.), F.A.c.s., Prof. of Obstet- 
rics and Gynecology, Columbia Univ., and Director 


of the Sloane Hospital for Women, N. Y. Ed. 3.> 


Cloth $4. 8vo; Pp. 223; 8 col. pl., 201 figs. N. Y.: 
William Wood & Co., 1927. 

PHYSICIANS OF THE Mayo Ciinic AND Mayo Founpba- 
TION. Cloth. $7. 8vo; Pp. 578. Phila. W. B. Saunders 
Co., 1927. 

Basat METABOLISM IN HEALTH AND DisEAsE. By 
Eugene F. DuBois, m.p., Medical Director, Russell 
Sage Institute of Pathology, etc. Ed. 2. Cloth. $5. 
8vo; Pp. 431; 92 engr. Phila. Lea and Febiger, 1927. 


ORGANIZATION UND ORDNUNGSGEMASSER BETRIEB 
DES OPERATIONSSAALS. By Prof. Dr. Max Kappis, 
Hannover. Paep. M. 4.80. 16mo; Pp. 119; 28 illus. 
Leipzig: Georg Thieme, 1927. 

Die Currurcie. Eine zusammenfassende Darstellung 
der allgemein und der speziellen Chirurgie. Ed. Prof. 
Dr. M. Kirschner and Prof. Dr. O. Nordmann. Part 
15. Die Chirurgie der Milz. Die Chirurgie der sog. 
Blutkrankheiten. By Dr. H. Weinert, Magdeburg. 
8vo; Pp. 238; 86 illus., 2 col. pl. Berl. Urban & 
Schwarzenberg, 1927. 


LEHRBUCH DER PuysioLtocic. By Prof. Dr. Emil 
Abderhalden, Halle. Part 4. Die Motorische System. 
8vo; Pp. 648; 211 illus., 1 col. pl. Berl. Urban & 
Schwarzenberg, 1927. 

BirtH INJURIES OF THE CENTRAL NeERvous SysTEM. 
Pt. 1. CEREBRAL Birt INsuRies. By Frank R. Ford, 
Johns Hopkins Hosp. Pt. 1. Corp Birtu INsurieEs. 
By Bronson Crothers and Marian C. Putnam, Har- 
vard Med. School. Med. Monogr. x1. 8vo. Cloth. 
$4. Pp. 164; illus. Balt. Williams & Wilkins Co., 1927. 


Tue INTERNATIONAL MepiIcat ANNUAL. A Year Book 
of Treatment and Practitioner’s Index. Forty-fifth 
Year, 1927. 8vo. Cloth. $6. Pp. 560; illus. N. Y. 
William Wood & Co., 1927. 

EXPLORATION CLINIQUE ET D1AGNosTIC CHIRURGICAL. 
By Félix Lejars, Prof. de Clinique Chirurgicale a la 
Faculté de Médecine de Paris. Ed. 2. 8vo. Cloth. 
120 Fr. Pp. 911; 1094 photographs and new original 
drawings. Par. Masson et Cie, 1927. 
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PROGRESS IN SURGERY 


Selections from Recent Literature 








APPEL, KENNETH E., and BriLL, SELLING, 
Philadelphia. Post-operative water métabo- 
lism and the intradermal salt solution test. A 
preliminary report. Ann. Surg., April, 1927, 
Ixxxv, 502. 


In 1923, McClure and Aldrich first described 
the intradermal salt solution test. Their method 
was to inject intradermally 0.2 c.c. of an 0.8 per 
cent sodium chloride solution and note the dis- 
appearance time of the wheal. They found that 
the normal disappearance time was roughly 
sixty minutes, but that in edematous conditions 
(nephritis, cardiac decompensation, anemia) 
the disappearance time was decreased to as low 
as three and seven minutes in two cases. 

The technique employed by Appel and Brill 
follows: From a tuberculin syringe 0.5 c.c. of a 
sterile 0.85 per cent sodium chloride solution is 
injected intradermally into the skin overlying 
the peroneal tendons directly above the exter- 
nal malleolus. Two wheals are made about 2 
cm. apart and the time required for their disap- 
pearance to light touch “unassisted by inspec- 
tion” is determined. In a small series of normals 
with this method of injecting only 0.05 c.c., the 
disappearance time was about thirty minutes— 
although occasionally some lasted as long as 
fifty or sixty minutes. Below twenty-five to 
thirty minutes the authors felt was abnormal; 
below ten minutes was distinctly abnormal. 

The authors have suggested this test as a 
method for determining the need of the tissues 
for water postoperatively. This test may be 
used to show the adequacy of the postoperative 
introduction of fluids by the various methods. 


Carp, Louis, New York. Circuminjection of 
autogenous blood in the treatment of car- 
buncles. Arch. Surg., April, 1927, xiv, 868. 


Various forms of treatment for carbuncle 
have produced extensive scarring, lengthy con- 
valescence and frequently complicating sepsis 
or metastatic pus foci. To aid healing and to 
preclude as far as possible the occurrence of sep- 
tic complications, two factors are essential: 
first, the least possible trauma to tissue; and 
second, the mobilization of the natural forces of 
defense. Accordingly, Carp injected autoge- 


nous blood in twelve patients under the follow- 
ing conditions: 

1. The patients were all non-diabetic. 

2. The carbuncles were real and progressive 
and several colleagues agreed that ordinarily 
their choice of treatment would be radical 
surgery. 

3. Circuminjection of autogenous blood witb- 
out incision was the only treatment. This 
method has not been attempted before. 

4. Post-injection ambulatory treatment con- 
sisted in: simple dry dressings; no narcotics; 
the ordinary measures against constitutional 
symptoms, such as forcing fluids and limited 
diet; wiping away frank pus, removing sepa- 
rated slough, and keeping the surrounding 
skin clean. 

The technique consists in withdrawing the 
blood from the median basilic vein into a 20 c.c. 
syringe and injecting it just beyond the margin 
of induration of the carbuncle. The needle is 
pushed into the skin and an intracutaneous and 
subcutaneous injection is begun under consid- 
erable pressure. Gradually the needle is pushed 
perpendicularly deeper and deeper until very 
little pressure is required to force the blood in. 
The same procedure is followed until the lesion 
has been circuminjected, using a sterile needle 
for each injection. It is advisable to allow some 
blood to well up through the center of the car- 
buncle. The tissues about the carbuncle are seen 
to swell up because of the injected blood and a 
few drops of blood may exude from the punc- 
tures. The number of punctures necessary, usu- 
ally three to six, varies according to the extent 
of spread. The amount of blood injected varies 
with the size of the carbuncle and the amount 
of induration. A short general anesthetic is used. 

The following results were noted: 

1. The infection did not spread, except in one 
case. 

2. There was quick relief from pain and con- 
stitutional symptoms. 

3. No post-injection reaction was observed. 

4. Most of the slough liquefied. 

5. The injected blood seemed to remain in 
the tissues, with gradual modification, for from 
several days to two weeks, as evidenced by in- 
duration in the injected area, ecchymosis or both. 
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6. A violaceous color around the carbuncle 
appeared in an average time of six days. This 
might have resulted from passive congestion. 

7. The time element for cure was probably 
shorter than by surgical procedure, although it 
would have been impossible to have had a series 
of exactly the same carbuncles with surgical 
therapy as a control. 

8. All the cases showed a minimal scar at 
the time of discharge from the hospital. 

9. In 7 of the cases with an average fol- 
low-up of twenty-three months, the scar was 
superficial, minimal, non-adherent, almost 
invisible in some instances and with negligible 
induration in 2 cases. - 

10. There was no recurrence of the infec- 
tion locally. 

The author thinks that the method may be 
used in other accessible spreading infections. 
The mechanism of the curative phenomena 
observed in his cases, he thinks is due to an 
increased local resistance produced by the body 
cells, especially the clasmatocytes. In addition 
there is an increased action of proteolytic 
ferments present in the leucocytes and a mobi- 
lization of staphylococcus antitoxin locally. 
The autohemotherapy also plays a _ rédle. 


HARBINSON, J. Epwarpb, and Lawson, JOHN D., 
Woodland, Calif. The treatment of erysipe- 
las by roentgen ray. California er West. Med., 
April, 1927, xxvi, 485. 


The authors conclude: 

1. Roentgen therapy for erysipelas is a valu- 
able form of treatment. 

2. Relief is obtained generally within twenty- 
four hours. 

3. The febrile period is shorter than in infec- 
tions of equal severity treatec by other 
measures and length of illness is shortened. 

4. There are, possibly, fewer complications 
and less chance of spread than in other methods. 

5. There is no pain or discomfort attending 
the treatment. 

6. Advanced, serious cases of erysipelas, 
involving fairly large areas, with high tempera- 
ture and general infection may be treated 
successfully. 


FRIESNER, IsiporRE, and RosEN, SAMUEL, 
New York. Calcium content of pus. Compari- 
son of discharge from ears with and without 
bone destruction. J. Am. M. Ass., April 16, 
1927, Ixxxvili, 1231. 


Friesner and Rosen find that there is an 
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astonishingly close parallel between the amount 
of calcium in the pus from discharging of ears 
and the presence of suppurative bone disease. 
Possibly calcium determination of the pus, 
together with the quantitative determination 
of other constituents, may become a valuable 
aid in diagnosing the existence of a destruction 
of bone due to the suppuration. 


MacKENzIE, D., Govan, Scot. The treatment 
of burns. Brit. M. J., March 5, 1927, 421. 


All dead tissues are immediately removed 
under a general anesthetic—preferably ether. 
Free removal, both at the skin and deep 
margin, is indicated. Gauze wrung out of 
hot hypertonic saline solution (2 to 5 per cent), 
is then applied in close contact to the raw 
surface, layer on layer, and covered with wool, 
or jaconet if the dressing seems to adhere. 
The gauze is removed by warm saline irrigation. 
At a later stage when physiological replaces 
hypertonic saline solution, “v” flap perforated 
silk is interposed to guard the granulations if 
required. In most cases within a few days parts 
of the field are ready for pinch-grafts. A bland 
ointment is used to protect the rapidly ger- 
minating epithelium. 

How early the operation should be performed 
has to be viewed in relation to the degree of 
primary shock and difficulty which may be met 
with in estimating the line of demarcation at 
the particular site of the burn. On the other 
hand, undue delay must be guarded against 
for the active measures taken in combating the 
shock were in part nullified by the rapid 
absorption of the autolytic products, this ab- 
sorption from its ~toxemia sustaining the 
shock. 

The flexible type of scar tissue resulting from 
this procedure, with its potentiality for plastic 
considerations and minimum of contractures, 
lessens disfigurement. 


Davipson, Epwarp C., Detroit. The treatment 
of acid and alkali burns. An experimental 
study. Ann. Surg., April, 1927, Ixxxv, 481. 


The results obtained in the treatment of 
experimentally produced alkali and acid burns 
were decidedly better when the caustic agent 
was removed by dilution with water than when 
rendered inert by neutralization. 

When treatment by neutralization is 
employed, it should be used only after the 
maximal amount of the caustic has been 
removed by thorough washing. 
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Harms, HELENE, Hamburg. Changes in the 
sella turcica in cerebral tumors. (Verénder- 
ungen am Tiirkensattel bei Hirngeschwiilsten). 
Miinchen. med. Webnscbr., Feb. 18, 1927, 
Ixxiv, No. 7, 274. 


The author calls attention to the fact that 
enlargements of the roentgenogram of the sella 
turcica do not necessarily mean pituitary 
tumors unless they are associated with the signs 
of bitemporal hemianopsia and dyspituitarism. 
Practically all tumors of the brain, and indeed 
all lesions which cause increase in intracranial 
tension, will lead to an absorption of the pos- 
terior clinoid processes. In these latter cases, 
however, there will usually be found the other 
evidences of increased cranial tension such as 
choking of the optic disc, changes in the rate 
of the pulse, variation in blood pressure, etc. 


ViLLARET and Baitsy. The future of patients 
with cranio-cerebral wounds (L’Avenir des 
Traumatisés Cranio-cérébraux). Presse méd., 
March 5, 1927, No. 19, 280. 


Through the records of the Minister of 
Pensions, the authors have been able to follow 
500 patients who suffered cranio-cerebral 
injuries during the war. They come to the con- 
clusion that the prognosis in cases of this sort 
must be very guarded and that late results of 
such wounds may not manifest themselves until 
as late as ten years after the initial injury. The 
late mortality in these patients is low and when 
it does occur is due to the formation of a brain 
abscess. About 26 per cent of all such cases 
seem to show either an aggravation of their 
original symptoms or the late development of 
headaches, epilepsy or some sort of motor 
trouble. The appearance of such troubles seems 
to be associated with the presence of an unrec- 
ognized subdural hematoma. In this is to be 
found the explanation of the curious fact that 
patients suffering injuries to the dura mater 
were less liable to late symptoms than those 
who had merely an injury to the inner or outer 
tables of the skull. The fact of cerebral injury 
appears to render the prognosis much gloomier 
than in the other types of injuries. 


pE Lamotue, G. DuTHEILLET., Limoges. Sur- 
gical treatment of rebellious neuralgias of 
the superior maxillary nerve. (Traitement 
chirurgical des nevralgies rebelles du nerf 
maxillaire supérieur). Presse méd., March 9, 
1927, No. 20, 307. 
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The author describes his method of treat- 
ing neuralgias localized to the distribution of 
the superior maxillary nerve. The procedure 
consists of a removal of the nerve from the 
inferior orbital foramen to the base of the 
skull. The operation is entirely intraoral and is 
carried out largely under local anesthesia. 
The technique involves a removal of the ante- 
rior wall of the maxillary sinus through an 
intraoral incision and a gradual removal of the 
canal lying in the roof of the sinus in which 
the maxillary nerve courses. This permits the 
nerve to drop down free in the sinus whence 
it is picked up and torn away from its attach- 
ment to the main ganglion. Up tothe moment 
of the actual tearing away of the nerve, the 
anesthesia is entirely local. At this moment, 
a whiff of gas is given. The results are satis- 
factory and the only danger is that of infection 
of the orbital tissues from th»: sinus. If the sinus 
is carefully drained and if a careful prophylaxis 
of the mouth precedes the operation, the author 
believes there is no great danger. A description 
of the points of anatomical interest is given in 
quite some detail and the technique of the 
different steps is also detailed. 

The author has operated on five patients with 
varying success. He believes the results have 
not been watched for a sufficiently long period 
of time to pass a final opinion. He recommends, 
however, the operation he describes for it is 
not as radical as the serious intracranial opera- 
tions performed for this condition, while it is 
at the same time much more radical than the 
simpler methods of injection. 
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Rosey, WiLuraAM H., and FREEDMAN, Louts M., 
Boston. The effects of tonsillectomy on the 
acute attack and recurrence of rheumatic 
fever. Boston M. er S. J., April 14, 1927, 
CIXVI, 595. 

The authors conclude: 

1. That complete enucleation of the tonsils 
offers the best preventive of rheumatic fever, 
and therefore of rheumatic heart disease. That 
it will prevent,every case of rheumatic heart 
disease is beyond their expectation. 

2. A history of repeated sore throats is of 
more importance than tonsils which by appear- 
ance suggest disease Repeated sore throats, 
even with tonsils of normal appearance call for 
tonsillectomy. 

3. If the tonsils are diseased in appearance, 
they should be enucleated even in the absence 
of sore throats. 
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4. Physicians should have a thorough under- 
standing of the insidious signs of acute rheu- 
matism in its earliest stages, remembering 
that the disease has wide differences from that 
in adults. 

5. Tonsillectomy is a major operation and 
should be performed only by persons duly quali- 
fied by training and experience. 

6. Incomplete tonsillectomies leave the 
patient in as dangerous a situation as before, 
and throw discredit upon the value of tonsil- 
lectomy as a preventive. Tonsillar remains 
are often as formidable as the original tonsil. 

7. Some writers argue that rheumatic heart 
disease appeared after tonsillectomy had been 
performed and therefore tonsillectomy failed 
as a preventive. It must be remembered that 
rheumatic heart disease may not declare itself 
until three or four years after an attack of ton- 
sillitis or rheumatic fever. Even a late tonsil- 
lectomy will often prevent subsequent attacks 
and damage to the heart. 

8. The prompt subsidence of fever and joint 
symptoms following tonsillectomy in cases of 
acute rheumatic fever has greatly encouraged 
the authors to resort to the operation as soon 
as convinced that the tonsil is the port of entry. 
Since operation during the height of the febrile 
attack has not proved disastrous, in their 
hands, they hope that it will diminish the pos- 
sibilities of cardiac involvement. 


Batton, Davin H., and BALton, Harry C., 
Montreal. The effect of injection of lipiodol 
and the rate of its disappearance, in normal 
and diseased Iungs. Canad. M. Ass. J., April, 
1927, XVII, 410. 


Over one hundred cases have been studied in 
this series. Lipiodol is not harmful to the 
healthy Jung, produces no immediate untoward 
reaction in man or animal, and persists longer 
than in the diseased lung. The rate of the true 
elimination in the normal and pathologic lung 
is influenced by the lipolytic activity of the 
lung; disappearance from the bronchial tree is 
dependent on cough, posture, and other factors. 

In pulmonary tuberculosis of the exudative 
type, and in tuberculous pneumonias, imme- 
diate reactions were produced and its persist- 
ence produced ill effects. These patients should 
not be injected. Selected cases of the surgical 
type of pulmonary tuberculosis are usually 
suitable cases for injection and do not produce 
any reactions. 

In the presence of empyema, pneumothorax, 
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or an adherent diaphragm which has little 
respiratory excursion, the rate of disappearance 
of lipiodol is delayed. 

Roentgenograms showed that over 50 per 
cent of the patients swallowed some lipiodol. 
No iodism was noted. 


OEDER, JURGEN, Dresden. The treatment of 
surgical tuberculosis with horse serum injec- 
tions (Zur Bebandlung der chirurgischen 
Tuberkulose mit Tierserumeinspritzungen). 
Miinchen. Med. Wcebnschr., Feb. 11, 1927, 
Ixxiv, No. 6, 240. 


The author reports several cases in which 
marked clinical and roentgenographic improve- 
ment was noted following the injection of horse 
serum. The serum is injected intramuscularly 
on alternate days. The first dose consists of 0.2 
c.c. which is increased by 0.1 c.c. until a maxi- 
mum of 2 c.c. is given at each injection. Of 4 
cases reported, 3 were doing well after in- 
tervals varying up to four years. The fourth 
case died of a tuberculosis menigitis five years 
after the last injection was given. The authors 
do not attempt to obtain any general reaction. 
It was observed that following the injections, 
von Pirquet reactions which had been negative 
became positive. They do not attribute the 
good results to any specific action of the serum 
but believe they are solely caused by non- 
specific reactions. 


BorcHARDT, DUNNER, and MECKLENBURG, 
Berlin. Surgical treatment of bilateral pul- 
monary tuberculosis (Zur chirurgischen 
Bebandlung der doppelseitigen Lungentuber- 
kulose). Med. Klin., Jan. 28, 1927, xxiii, No. 
4y 123. 

In cases in which both sides of the lung 
show equal and extensive pulmonary involve- 
ment, pneumothorax is to be performed on the 
one side and phrenicectomy on the other. If the 
side shows slight tendency toward sclerosis, 
phrenicectomy should be performed on that 
side. Where one lung is completely involved 
while the other side shows only a basilar 
lesion, the latter side is to be treated by 
phrenicectomy; where one side contains a 
cavity, pneumothorax. In bilateral cavity for- 
mation, pneumothorax is to be performed on 
the worse side. Where one side has been treated 
by pneumothorax and the second previously 
healthy lung becomes involved, phrenicectomy 
is to be performed on the second side. Where 
pleural adhesions prevent the establishment of 
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a pneumothorax, phrenicectomy is to be under- 
taken. Pneumothorax should be attempted 
first so that in case of failure, phrenicectomy 
may be undertaken. At a sufficient interval 
after the first, a second phrenicectomy may be 
established in cases where pneumothorax is 
impossible. In cases of bilateral tuberculosis, 
the pneumothorax refills should be smaller in 
amount and be at more frequent intervals than 
in simple pneumothorax.—HENry Mitcu. 


Pioret, G. and Urecu, E. Roux’s thoracoplasty 
(La thoracoplastie de Roux). Rev. méd. de la 
suisse Rom.) March 16, 1927, xlvii, 239. 


The authors report on 31 cases of thora- 
coplasty performed in cases of pulmonary 
tuberculosis. They insist that the only indica- 
tions for this operation are severe unilateral 
progressive forms of the disease in patients 
who have first been subjected to long periods 
of medical treatment and in whom several 
attempts at pneumothorax have been unsuc- 
cessful. Of the 31 cases treated by the thoraco- 
plastic method suggested by Roux, 4 died 
within the first few days as a result of various 
complications. Of the 20 cases that could be 
followed over a long period of time and in 
which late results could be observed, 13 or 
65 per cent showed a marked improvement. 
The authors conclude that this extensive opera- 
tion is warranted in the type of case which 
they have designated but that results in other 
types are not as satisfactory —HEnry Mitcn. 


SpurLING, Roy G., Louisville, Ky., and 
Wuitaker, LEsTER R., Boston. End-results 
of cholecystostomy as shown by the chole- 
cystogram. Surg., Gynec. e* Obst., April, 
1927, xliv, 463. 


Cholecystograms were made on 12 patients at 
varying intervals, following cholecystostomy. 
Not one of them showed a normally func- 
tioning gall bladder as demonstrated by the 
cholecystogram. 

Six of the patients experienced a return of 
symptoms severe enough to necessitate surgical 
relief. Four of these showed a recurrence of 
gall stones at operation; the remaining two 
showed fibrosis and thickening of the gall- 
bladder wall, the microscopic diagnosis in all 
cases being chronic cholecystitis. 

Laboratory experiments were undertaken 
to study the effect of different types of injury 
to the gall bladder upon subsequent cholecysto- 
grams and thus to obtain further evidence as 


Progress in Surgery 


American Journal of Surgery 61 I 


to the significance of the findings in those 
patients in whom no operation was performed. 
It was found that a severely damaged mucosa 
prevented shadow formation, and that injury 
to the musculature of the gall bladder inhibited 
emptying after the ingestion of fat, the condi- 
tions being as nearly comparable as they 
could be made to the cholecystic disease 
in the patients not subjected to operation. 

It is concluded that the drainage of a diseased 
gall bladder with the expectation that it will 
regain its normal function is not only a futile 
procedure but one that endangers the future 
health of the patient. 


Jones, Nosie WILEY, and Joyce, THomas M., 
Portland, Ore. Further remarks on infection 
of the gall bladder in relation to chronic 
(pernicious) anemia. Am. J. M. Sc., April, 
1927, clxxiii, 526. 


The authors thus conclude this further study 
of the subject: 

1. In every case of pernicious anemia with 
which they have personally worked during the 
time of this study, a chronic infection of the 
gall bladder has been positively demonstrated. 

2. A small group of cases, which resembled 
mild pernicious anemia, possessed the same 
type of biliary infection, and on its removal the 
patients were restored to fairly normal health. 


Neat, Kemp P., Raleigh. Incomplete duodenal 
obstruction or chronic arterio-mesentericil- 
eus. South. M. er S.J., Mar., 1927, [xxxix, 159. 


Incomplete and intermittent duodenal ob- 
struction from pressure over the third portion 
of the duodenum resulting from traction on the 
root of the mesentery in certain cases, explains 
many gastrointestinal symptoms which cannot 
be explained by any other physiological or 
pathological factors. 

These symptoms are more common in thin, 
nervous, flabby individuals, and are associated 
with general visceroptosis usually. 

Non-operative methods of treatment in 
cases where there is not sufficient duodenal 
dilatation to produce duodenal stasis usually 
give relief. For those cases where marked 
dilatation of duodenum with stasis is found, 
duodeno-jejunostomy has been found neces- 
sary to give relief. 


Dwicut, Kirpy, New York. Benign hyper- 
trophy of the stomach and linitis plastica. 
Ann. Surg., May, 1927, Ixxxv, 683. 
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As formerly used, the term linitis plastica 
designated all the conditions of hypertrophy 
and induration of the stomach which were not 
obviously malignant. 

As now used it refers to a group of cases, 
probably malignant with a definite micro- 
pathology, but with a disputed interpretation 
of that pathology. It separates the cases of 
evident malignancy from those clearly benign. 

The benign can be subdivided into cases of 
hypertrophic pyloric stenosis; fibromatosis; 
cirrhosis; chronic inflammation; syphilis, etc. 

The cases reported in this article are prob- 
ably examples of chronic inflammation. 

All these benign conditions may resemble 
linitts plastica and one another to such a degree 
that careful microscopical examination is 
necessary to differentiate them. , 

When the lesion is confined to the pyloric 
half of the stomach the x-ray picture closely 
resembles that of carcinoma of the pylorus, and 
the operation is likely to be undertaken under 
that diagnosis. 

In this condition it is impossible to tell, at 
the time of operation, whether one is dealing 
with a benign or a malignant process. 

In the opinion of the author a partial gas- 
trectomy with a Polya anastomosis Is the opera- 
tion of choice under these circumstances. 


STENBUCK, JosEPH B., New York. Causes of 
death following operations for perforated 
gastric and duodenal ulcers. Ann. Surg., 
May, 1927, p. 713. 


The time which has elapsed between the time 
of rupture of a perforated gastroduodenal 
ulcer and the time of repair is the most impor- 
tant factor in determining the fate of the 
patient. There are, however, other factors 
of considerable importance: age, the type of 
operative procedure, the repair on the part 
of the omentum, the size of the perforation, the 
amount of gastric or duodenal contents spilled, 
organic disease, and alcoholism. 

After operation death occurs in three distinct 
groups. In the first group, death occurs within 
three days, usually within twenty-four hours, 
after operation, and is due almost entirely to 
the element of shock. In the second group, 
the patients appear to be improving, only to 
succumb to diffuse peritonitis in approximately 
a week after operation. In the third group, 
the patients after overcoming the elements of 
both shock and peritonitis die in several weeks 
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or months after operation, due to subphrenic 
or liver abscess. 


SoutHaM, A. H., England. Mule-spinners’ 
cancer: clinical features and treatment. 
Brit. M. J., Feb. 26, 1927, 366. 


It appears likely that certain individuals 
possess a peculiar susceptibility to the irritant 
effects of mineral oil. Of the 25,000 adult males 
engaged in mule-spinning approximately 2.5 
per 1000 develop the disease. 

Within a recent period cancer of the scrotum 
and skin has come to be recognized as being 
associated with the occupation of mule-spin- 
ning in cotton mills. The lesion on the scrotum 
is a cutaneous epithelioma similar to that 
arising elsewhere. It is commonly seen in men 
between forty and sixty years of age. The first 
manifestation is a wart-like excrescence or a 
flat plaque due to local hyperplasia of the 
epithelium. This wart or papule is usually 
single and about the size of a pea; it is raised 
above the surface and may be covered with 
scales, which the man removes by scratching, 
leaving a small bleeding surface over which 
the scales soon re-form. The only symptom 
which troubles the patient at this stage may 
be itching. In other cases there may have 
been several small papillomas on the scrotum, 
and one of these takes on the above charac- 
teristics while the others remain benign. Later 
the growth sloughs and definite ulceration 
follows in six to twelve months, when the 
patient seeks medical advice on account of the 
irritation and discharge. 

When fully developed the tumor is prolifera- 
tive, of the caulifloWer type, with a raised 
everted and indurated edge surrounding an 
ulcer. The ulcer is of relatively slow growth 
and rarely involves the deeper structures. 

The tendency to form metastases is at first 
slow and malignancy is not great. In the initial 
stages the enlarged inguinal glands do not 
necessarily contain carcinomatous deposits; 
the enlargement may be purely inflammatory. 
Sooner or later, malignant invasion of the 
glands is bound to occur, and the most con- 
spicuous feature is the breaking down of the 
glands in the groin. The disease at first and 
for a considerable time is purely local, and 
there is ample time both for diagnosis and 
treatment before it has spread to other parts. 

The treatment of this disease is essentially 
surgical. All forms of radiotherapy have 
proved disappointing. 
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When a definite ulcer is present a wide opera- 
tion, consisting of removal of the growth with 
a healthy margin of skin and excision of the 
lymph-bearing areas in both groins, should be 
carried out. It is necessary to remove only the 
scrotal ulcer and skin around it; deeper dis- 
section is not required if the whole thickness of 
skin and dartos be excised. The glandular 
areas require more extensive dissection. The 
incision should extend from the spine of 
the pubes to the anterior superior spine of the 
ilium with a convexity downwards. The whole 
mass, consisting of fat, glands, and lymphatic 
vessels, is dissected out from above downwards 
in one piece, the dissection extending above 
Poupart’s ligament. The upper three or four 
inches of the saphenous vein are removed 
also. All the glands and fatty tissue in Scarpa’s 
triangle are thus excised and the femoral 
vessels stripped clean. These wounds are closed 
without drainage, and if the glands have not 
broken down should heal without any difficulty. 
There may for a short time be an escape of 
lymph from these incisions, owing to the divi- 
sion of the lymphatic channels, but this soon 
ceases. Edema of the lower limbs after opera- 
tion, due to the same cause, is sometimes 
troublesome, but, in the absence of infection, 
clears up in a few months. 

Prophylactic application of roentgen rays 
has been given as a routine after operation 
for about twelve months. 


GERSTER, JOHN C. A. New York. Phlegmonous 
gastritis. Ann. Surg., May, 1927, lxxxv, 668. 


Phlegmonous gastritis is a rare condition, 


the varieties and pathogenesis of which are. 


becoming more clear as material accumulates. 
It may be assumed that there are: (a) Mild 
cases in which recovery may occur without the 
condition being recognized; (b) Fulminant 
types, ending in death within a few hours; (c) 
Acute cases, running a course to two or three 
weeks, usually with a fatal outcome, but occa- 
sionally undergoing spontaneous recovery with 
more or less protracted convalescence; (d) 
Subacute, chronic forms which may simulate 
neoplasms, the less extensive types of which 
may lead to cicatricial changes in the gastric 
wall, depending on their extent and location. 
Cures reported following palliative surgery, 
such as local drainage or gastroenterostomy, 
may be considered spontaneous recoveries. 
Resection is the operation of choice when 
feasible. It gives a higher mortality in recent 
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cases than in those which have lasted for some 
time before reaching the surgeon. 

Postoperative phlegmonous gastritis is 
probably of more frequent occurrence than is 
realized, and hence it is advisable to make 
microscopical examinations of tissues from 
the region of anastomoses in all cases coming 
to autopsy. 


Burka, Herset E., Los Angeles. Chronic 
appendicitis. A study of 202 consecutive 
cases. California er West. Med., April, 1927, 
Xxvi, 467. 


Chronic appendicitis often is a clinical condi- 
tion resting more on a functional than a patho- 
logical basis. 

Obliterative and atrophic appendices are the 
result of previous acute pathological processes 
and are not found in increased numbers in cases 
diagnosed clinically as “chronic appendicitis.” 

Eosinophiles in the mucosa of the appendix 
are no indication of chronic appendicitis, but 
are probably a link in the defensive mechanism 
and are normal. 

Eosinophiles and leukocytes in the submu- 
cosa and muscularis are positive evidence of 
inflammatory changes in the appendix. 

Chronic appendicitis cannot be determined 
in more than an extremely small percentage of 
instances by the histological examination alone. 

Complete data on gross findings at operation 
are essential to a correct diagnosis. 


MIcHEL, DE LAvERGNE, and ABEL, Nancy. 
Etiology of gangrenous appendicitis. (Ftio- 
logie de l’'appendicite gangreneuse.) Arch. d. 
mal. de l’app. digestif., Jan., 1927, xvii, No. 1, 4. 


As a result of their experimental studies as 
well as their clinical experiences, the authors 
come to the conclusion that suppurative and 
gangrenous appendicitis are due to the same 
original mechanism. There is first some dis- 
turbance in the vascular supply to the organ 
which predisposes to an inflammatory process. 
Subsequently, depending upon whether the 
organisms belong to the pyogenic group or are 
of the obligatory anaerobic variety, the inflam- 
matory process presents the appearance of sup- 
puration or gangrene. In the latter case, there 
has usually been thrombosis of the vessel sup- 
plying the area involved in the gangrene. The 
anaerobic bacteria because of their relatively 
low virulence are to be looked upon as second- 
ary invaders.—HeENry MILcu. 
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Curcuop, H. Generalized echinococcus 
infection of the peritoneum cured by sal- 
varsan. (Echinococcose péritonéale guérie par 
arsénobenzol.) Rev. Méd. de la Suisse Rom., 
March 16, 1927, xlvil, 142. 


The author reports the case of a woman aged 
fifty-two who at operation was found to have a 
generalized echinococcus infection of the peri- 
toneum. In despair the operator closed the 
abdomen and began a course of arsenobenzol. 
Subsequently the patient was operated upon 
for an echinococcus abscess of the liver which 
later resulted in an hepatic fistula. Ten years 
later the patient was admitted to the hospital 
and operated upon for an empyema from 
which she died. At autopsy, the peritoneum was 
found to contain a number of fibrotic nodules 
which were evidently the scarred remants of 
the echinococcus cysts. There was no sign of 
echinococcus infestation in the peritoneal 
cavity.—Henry MItcn. 


Davies, REGINALD, Sydney, Australia. Wan- 
dering endometrioma. Med. J. Australia, 
March 12, 1927, 1, 373. 


Davies reports a case of extensive pelvic 
endometrioma. On opening the abdomen all 
that could be seen of the uterus was a small por- 
tion of the anterior wall. The sigmoid flexure 
from the left and the cecum and appendix from 
the right appeared pulled downwards and 
towards the midline and plastered on to the 
posterior surface and on top of the fundus uteri 
and to the back of the inner portion of both 
Fallopian tubes. 

The peritoneum of the bladder appeared 
“caught up” on to the lower portion of the 
anterior surface of the uterus. 

Showing through the line of junction were 
numerous dark spots and blisters looking like 
small cysts of peritoneum containing blood- 
stained fluid. 

It was soon evident that there was no such 
thing as a line of cleavage and it was only by 
scissors that Davies was able finally to separate 
the intestine from the uterus. It was then seen 
that both tubes and ovaries were bound down 
in the general mass of very firm adhesions. 
Both tubes were very much enlarged and both 
Ovaries were polycystic and the cyst contents 
were dark fluid. One cyst in the right ovary 
was the size of a small orange. The appendix 
was first removed and it was noticed that the 
bowel wall at the base of the appendix was very 
much thickened. 
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A panhysterectomy with double salpingo- 
oophorectomy was performed except for a 
small portion of healthy appearing left ovary 
which was left in situ. 

On section it was seen that both anterior and 
posterior walls of the uterus were much thicker 
than normal and that the posterior wall espe- 
cially was the seat of a growth which was not 
encapsulated; the cut surface showed numerous 
cysts containing dark fluid. 


ScuHwarz, O. H., St. Louis. Endometrial tissue 
in the abdominal scar following cesarean sec- 
tion. Am. J. Obst. er Gynec., March, 1927, 
XIll, 331. 

The source of the endometrial tissue in these 
cases is undoubtedly an implantation from the 
endometrium of the uterus during the operative 
procedure. Schwarz observed on two occasions 
in studying the cesarean scar of the human 
uterus endometrial tissue along the line of inci- 
sion. In an experimental study on the cesarean 
scar in the guinea-pig, endometrial tissue was 
found in several cases along the line of inci- 
sion, as well as on the peritoneal surface of the 
uterus. Additional clinical reports may prove 
that this can just as readily occur in the human. 

If this condition proves to be at all frequent, 
it may be another point in favor of the low 
cervical incision in which locality the uterus is 
lined chiefly by the cervical mucosa, with the 
possible exception of the extreme upper limit 
of the incision. 


Ferey, DANIEL, Paris. New indications for 
resection of the presacral nerve. (Nouvelles 
Indications de la Résection du Nerf Présacré.) 
Presse méd., Feb. 19, 1927, No. 15, 227. 


Cotte and Dechaume recommended resec- 
tion of the presacral nerve in intractable 
dysmenorrhoeas, pelvic neuralgias, parametri- 
tis, etc. Ferey advises this operation in cases 
of inoperable carcinoma of the pelvis, e.g. in 
carcinoma of the rectum, the uterus, etc. 
where the pain is intolerable and frequently 
uncontrollable even with large doses of opiates. 
The author reports 6 cases in which this 
operation offered relief and indeed complete 
freedom from pain without the subsequent use 
of any narcotic. 

The technical steps involved are relatively 
simple. The abdomen is opened through a 
median hypogastric incision and the posterior 
parietal peritoneum at the level of the 5th lum- 
bar vertebra reflected. The presacral nerve’is 
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derived from the sympathetic plexus and is 
usually found crossing the left common iliac 
just within the bifurcation of the aorta. The 
nerve is isolated and about 1 cm. resected. 
Occasionally, there are several accessory fibers 
running parallel to the main branch. If these 
are not cut, the result may be only partially 
satisfactory—HEnry MILcu. 


Puaneur, Louis E., Boston. The obstetric 
future of women delivered by the low or 
cervical Cesarean section. Am. J. Obst. e& 
Gynec., April, 1927, xiii, 446. 


From a series of 41 repeated cervical cesa- 
rean sections are drawn the conclusions: 

1. Perfect healing of cervical scars and 
impossibility to locate previous line of incision. 

2. Definite protection against rupture in 
subsequent pregnancies and labor. 

3. Delivery through the natural passages 
is possible in many parturients if no dispro- 
portion exists. This applies to cases where an 
abdominal delivery for a relative indication 
existed with a previous pregnancy. Four 
patients delivered through the pelvis after a 
cervical cesarean, one of them three times. 

4. The dictum “once a cesarean always a 
cesarean” does not necessarily hold with this 
type of operation. 

5. The operation may be repeated with ease. 

6. No difficulty was encountered in the 
separation of the bladder a second, third or 
fourth time with one exception, when the seg- 
ment was firmly adherent to the abdominal wall 
and the uterus was entered extraperitoneally. 

7. Pelvic adhesions are reduced to a mini- 
mum except where the Veit-Fromme-Hirst 
technique is employed, and even these adhe- 
sions do not interfere in performing a secondary 
cervical section. 

8. Abdominal herniae were not observed in 
the 206 cervical operations I performed. 

9. The convalescence is more nearly that 
of a pelvic delivery, as the lack of handling 
of intestines reduces shock and distention to a 
minimum. 

10. The protection against peritonitis is a 
definite factor in favor of the low or cervical 
cesarean section. 


Harrar, James, A., New: York. Rectal ether 
analgesia in labor. Technique and results in 
5,800 cases at the New York Lying-In Hospi- 
tal. Am. J. Obst. er Gynec., April, 1927, 
xiii, 486. 


Progress in Surgery 


American Journal of Surgery 615 

For several years at the New York Lying-In 
Hospital the Gwathmey method of rectal ether 
analgesia in labor has been employed in more 
than 200 confinements each month, and in 
over 5,800 cases with very satisfactory results. 
It gives relief to the agonizing part of the 
ordeal of labor. 

The drugs required are morphine sulphate, 
magnesium sulphate, quinine and ether. One 
dose of a quarter of a grain of morphine is 
used hypodermically with 2 c.c. of 50 per cent 
solution of magnesium sulphate to prolong 
the action of the morphine. Half of the quantity 
of ether required for rectal anesthesia is dis- 
solved in oil with 20 grains of quinine alkaloid, 
and a four-ounce mixture is instilled into the 
rectum as a retention enema at an interval 
following the morphine and magnesium sul- 
phate injection. The ether is slowly and regu- 
larly absorbed over a period of several hours. 
The result in 85 per cent of cases was great 
relief of pain, and more or less relief in 10 per 
cent more. 

Following the technique described, there 
were no ill results to the mother, and the 
usual disadvantages of other methods of easing 
pain in childbirth—perineal delay and asphyxia 
of the newborn child—are not in evidence. In 
comparison with “twilight sleep” the effect 
produced upon the mother’s suffering is very 
similar in typical cases; but with no inhibition 
of good bearing-down efforts in the second 
stage, and with no alarms regarding the 
respiratory condition of the child at birth. 
Rectal analgesia especially takes the place of 
intermittent nitrous oxide gas anesthesia 
during the last few hours of labor. Being 
simple it can be used in the home without the 
service of a skilled anesthetist. 


SouTHaAM, A. H., and Cooper, E. R. A., Eng- 
land. Pathology and treatment of the 
retained testis in childhood. Lancet, April 
16, 1927, 806. 


The authors advocate the transplantation 
of the inguinal retained testis into the scrotum 
during the first years of life. 

As a result of a careful histological investiga- 
tion the retamed testis has been found very 
similar to the scrotal organ in early childhood. 

Good results after operative treatment are 
not exceptional, and there is a reasonable 
prospect that the transplanted testis will 
acquire the spermatogenetic function at 
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puberty, provided the organ be placed in the 
scrotum before morbid changes have occurred. 

The chief stages in the operation adopted 
are carried out as follows: The skin incision 
is made just above Poupart’s ligament and 
exposes the whole length of the inguinal canal. 
The external oblique aponeurosis is divided 
and the spermatic cord and hernical sac then 
identified. The sac is separated from the cord 
near the internal ring, transfixed, ligatured, 
and cut across, when the stump will slide out 
of view under the fibers of the internal oblique 
muscle. This completes the first stage of 
the operation. The fundus of the sac is now 
drawn up and freed from its attachment to 
the bottom of the scrotum. The testis is thus 
mobilized and can be drawn out of the wound. 
It is handled as little as possible during this 
and subsequent maneuvers. The constituents 
of the cord are next separated with the utmost 
care, and all fascial and muscular bands stripped 
up to the internal ring, the cord being put on 
the stretch. This is a somewhat tedious per- 
formance, but is of the utmost importance. 
The testis finally is held only by the vas and 
spermatic vessels, and the latter are traced by 
the finger into the retroperitoneal tissue towards 
their origin from the aorta and separated 
from surrounding structures. Similarly, the 
vas is followed down into the pelvis and fur- 
ther mobilized. The cord having been suffi- 
ciently lengthened by these manipulations to 
enable the testis to be placed in the scrotum 
without tension, the organ is laid in its new 
position after a bed has been prepared there for 
it with the finger. A mattress suture, previously 
passed through the remains of the gubernacu- 
lum and tunica vaginalis below the testis, Is 
tied over rubber tubing outside the scrotum. 
This anchors the testis into its pouch. There 
should be no tension on this suture which 
merely steadies the testis for a time in its new 
position. The wound is then closed and the 
patient remains in bed for three weeks. 

When the testis can be transplanted into the 
scrotum with its blood supply intact and not 
under tension the organ will remain there and 
develop satisfactorily. An operation is consid- 
ered to be an anatomical success when the 
testis maintains its position in the scrotum and 
hangs freely without adhesions around it. 
The organ must be of normal consistence and 
continue to grow as the age of the child 
increases. The actual height at which the testis 
lies in the scrotum is of no great importance, 
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for normally one organ lies at a higher level 
than the other. If the testis feels hard and 
small, fibrosis has taken place and the operation 
must be regarded as a failure. 


WANGENSTEEN, OweEN H., Minneapolis. The 
undescended testis. An experimental and 
clinical study. Arch. Surg., Mar., 1927, xiv, 
663. 


There are a few cases on record in which 
sperm production or children have followed 
marriage after bilateral orchidopexy inthe father. 

The testes of adult dogs have been placed 
in the inguinal region and the peritoneal cavity. 
Loss of the germinal epithelium always follows. 
These changes are not observed in the pre- 
puberty dog’s testis when placed under similar 
experimental conditions. Ligation of the vas 
deferens does not result in atrophy of the ger- 
minal cells nor in hypertrophy of the inter- 
stitium. Replacement of the dog’s testis in the 
scrotum after it has been resident in the peri- 
toneal cavity or inguinal region until most of 
the germinal epithelium has disappeared (only 
spermatogonia persisting) will be followed by 
regeneration of the mature germinal cells and 
normal spermatogenesis. In the adult dog only 
a scrotal testis is normal. 

Undescended testes in the human adult are 
practically always aspermatic. These testes, 
however, do elaborate the mature germinal 
cells, but the aberrant position of the testis 
does not permit of the continuance of spermato- 
genesis. If placed in the scrotum without vessel 
damage before puberty, the undescended testis 
will develop normally. Ligation of all the vessels 
to the testis with the exception of the artery 
and vein accompanying the vas deferens is 
followed by destruction of the testis. Scrotal 
fixation does not minimize the possibility of an 
undescended testis becoming malignant. Cas- 
tration in the absence of complication is too 
radical a therapy in the management of 
undescended testes. 

The author emphasizes: 

1. The undescended testis owes its imperfec- 
tion to Its position. 

2. Scrotal fixation of the undescended testis 
in its physiologic position before the histologic 
changes incident to puberty occur will enable 
it to develop normally. 

RetrereR, Ep., Paris. Evolution of a monkey 
testicle grafted on the human (Evolution 
d’un testicule de singe greffé a homme). J. 
Urol., February, 1927, xxiii, No. 2, 102. 
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Retterer reports on a case of a man in whom 
a monkey testicle was grafted in the approved 
manner. Examined several years later, this 
testicle showed gradual replacement of the 
specific cells by fibrous tissue and a complete 
loss of specificity. Retterer comes to the con- 
clusion that in order to be permanently “reju- 
venated” a number of monkey grafts must be 
made at intervals, when it may be presumed 
that the previous graft has degenerated. He 
concludes further that though these grafts are 
of value for temporary stimulation of debili- 
tated tissues, the hope of achieving permanent 
results by this method is illusory —HENryY 
Mitcn. 


Hertz, J., Paris. Remarks on adrenalectomy. 
(Remarques sur la surrénalectomie). Presse 
méd., March 12, 1927, No. 21, 323. 


Adrenalectomy has been advised in cases of 
epilepsy, essential hypertension, endarteritis 
obliterans, and thrombo-angiitis obliterans. 
Adrenalectomy has been practiced through the 
lateral, the abdominal and the lumbar routes. 
The author prefers the method which he has 
described. This consists in a_ subperiosteal 
resection of the twelfth rib and a lumbar 
removal of the left adrenal. By this approach, 
adequate exposure of the adrenal is afforded 
without danger. He cautions against seizing the 
adrenal after exposure because of friability, 
and recommends careful ligature of the pedicle 
before any attempt at removal.—HEnry MILcn. 


PaTeL, CreysseEL and Vacnuey, Lyons. The 
lateral paraperitoneal incision in renal sur- 
gery (L’incision parapéritonéale latérale en 
chirurgie rénale). Presse méd., January 20, 
1927, No. 9. 


The authors advocate the use of the lateral 
paraperitoneal incision in renal surgery because 
of the following advantages: It permits the 
patient to lie in the usual dorsal position and so 
renders anesthetization easier. It permits of 
ligation of the vascular supply of the kidney 
before removal, and allows careful observation 
of the whole of the kidney bed. It is especially 
useful in the treatment of hydronephrosis, 
tumors of the kidney, tuberculosis and horse- 
shoe-shaped kidneys. The incision consists of 
two main parts, a long longitudinal incision 
extending from the anterior extremity of the 
roth rib to the level of the anterior-superior 
iliac spine, and two oblique arms extending 
from either end of the longitudinal incision. 
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The muscles are divided in the same plane and 
the renal lobe exposed. In case of necessity, 
drainage may be made through a counter- 
incision in the loin. Closure is made in layers in 
the usual manner. 


AscHNER, Paut W., New York. Thrombosis 
and thrombophlebitis of the renal vein. 
J. Urol., March, 1927, xvii, 309. 


In the cases of thrombophlebitis of the renal 
vein presented here it is evident that blood 
stream invasion may occur in renal infection, 
as in the case of other organs, by the produc- 
tion of a secondary acute thrombophlebitis, 
and that the kidney can in this way act as the 
source for metastatic suppurative foci. 

The experience with the clinical features and 
the behavior of the bacteremia in thrombophle- 
bitis of the renal vein has been insufficient for 
the establishment of reliable diagnostic criteria. 
It is important, however, for the surgeon to 
know that this grave complication of renal 
infection exists, that the kidney can act as a 
source for metastatic lesions, and that in deal- 
ing with the “surgical kidney” it is well to 
divide the vascular pedicle as far from the organ 
as is commensurate with safety. The pathologist 
should bear the condition in mind, for the renal 
vein frequently escapes adequate scrutiny, and 
perhaps a more careful study of surgical kid- 
neys will reveal involvement of venous radicles 
in the parenchyma as a rational explanation 
of blood stream invasion in these cases. 


HELitstrOM, JoHN, Géteborg. A contribution 
to the knowledge of the relation of abnor- 
mally running renal vessels to hydronephrosis 
and an investigation of the arterial conditions 
in 50 kidneys. Acta Chir. Scandinav., Feb. 
22, 1927, Ixi, 280. 


The author relates two cases of hydronephro- 
sis where, at the operation, a vascular stalk, 
crossing the ureter, caused obstruction to the 
outflow of the urine from the renal pelvis. 
He has critically reviewed the published cases 
in which abnormally running renal vessels 
had been considered the cause of the ureteral 
compression and the dilatation of the renal 
pelvis, and further investigated the vascular 
condition in 50 kidneys post mortem. He 
arrived at the following conclusions: 

The reasons usually given that hydronephro- 
sis had arisen on account of ureteral compres- 
sion through abnormally running renal vessels 
are partly based upon the findings at operations 
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or autopsies and partly upon merely ligating 
the vessel, resulting in freedom from pains, 
increased renal function and partly retraction 
of the dilated pelvis. These reasons cannot 
exclude the possibility of the renal dilatation 
having arisen from other causes and that the 
vessels in a later stage of the hydronephrosis 
had entered into such relation to the ureter 
as to cause this to be compressed, whereby 
still another factor preventing emptying of 
the pelvis had been added. 

There is no doubt that renal vessels, crossing 
the ureter, have in many cases been the main 
causation of hydronephrosis, although also in 
these cases other contributory factors must be 
considered. Among such factors, the author 
considers temporary distentions of the renal 
pelvis of less importance than downward dis- 
placement of the kidney. Disappearance of 
the perirenal fat is probably of great impor- 
tance, as descent of the kidney is thereby 
facilitated and the vessels and ureter will be 
more intimately connected than if surrounded 
by fatty tissue. A congenitally large and 
extrarenally situated pelvis probably favors 
the development of hydronephrosis in the 
presence of abnormally running vessels. 

Anomalies in the distribution of the renal 
vessels are of very common occurrence, having 
been present in 46 per cent of the author’s 
cases. From anatomical reason, terms such as 
“accessory,” “supernumerary” or “‘aberrant” 
renal vessels should be avoided and such vessels 
at the most be referred to as abnormally running 
vessels. It should be noted, however, that all 
transitions exist between “normal” and the 
“abnormally running” renal vessels. 

The presence of pains does not settle the 
diagnosis; their intensity and duration are not 
in proportion to the size of the hydronephrosis. 
Ureteral catheterization may give useful infor- 
mation but may also mislead. The most reliable 
information is obtained by pyelograms but 
even these may lead one astray. To determine, 
on the basis of a pyelogram, whether a ureteral 
compression by renal vessels is present, is, 
at least in some cases, impossible. 

Regarding therapy, the choice will have to 
be between nephrectomy and some conserva- 
tive measure, particularly resection of the 
vessel. On division of the vessel the possibility 
of circulatory disturbances in the kidney 
cannot be excluded. These are as a rule, how- 
ever, of such mild nature as to be of no prac- 
tical importance. Division of the vessel may in 
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many cases relieve the pains, increase the 
renal function and, at least to some extent, 
bring about a reduction of the pelvic dilatation. 
This procedure should be resorted to in all 
cases where the renal pelvis has as yet reached 
no marked dilatation and where no severe 
infection is present, but even under these 
circumstances the vessel should be divided, in 
the case of nephrectomy being contraindicated 
by a reduced function of the other kidney. 
In true movable kidney of a more marked 
degree, nephropexy should be done in addition 
to division of the vessel and in the case of a 
kinked ureter, fixed by adhesions, these should 
be freed. In the case of the other kidney being 
normal, nephrectomy should be performed in 
far advanced cases, where only little paren- 
chyma remains and in more severe infections 
or other changes where even after division of 
the vessel retention in the renal pelvis is to 
be expected. 


LowsLey, OswaLp Swinney, New York. The 
ideal prostatectomy. Internat. J. Med. e 
Surg., March, 1927, xl, 860. 


Lowsley concludes from observations of 
558 cases that: 

1. The most important item in the care of a 
case suffering from prostatic disease is suitable 
drainage until the patient reaches his maximum 
of renal efficiency. 

2. The best kind of preliminary drainage is 
by means of suprapubic double tube suction. 

3. Sacral and parasacral is the most suitable 
type of anesthesia for prostatectomy. Its ad- 
vantages are: (a) It is efficient; (b) it allows the 
patient to take fluids up to, during and 
immediately after operation; (c) the bleeding 

“is very much less than it is with any kind of 
general anesthesia; (d) anesthesia persists for 
several hours after operation making the 
administration of morphine with its attendant 
bowel stasis unnecessary in many instances. 

4. Perineal prostatectomy is preferred be- 
cause there does not seem to be so much shock 
as noted in the suprapubic operation. The 
technique is described. 


Davis, Epwin, Omaha. Perineal prostatectomy 
under sacral anesthesia. J. Am. M. Ass., 
March 12, 1927, Ixxxviil. 

One hundred and seven consecutive cases 
of perineal prostatectomy done under sacral 
anesthesia are analyzed. There was only one 
death in the series, a mortality of less than 1 
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per cent. This patient, aged ninety-one, but 
apparently well preserved and with good 
kidney function, did well the first forty-eight 
hours and then died suddenly after a few 
minutes of cyanosis and rapid pulse. An 
autopsy was negative. Out of consideration 
of the patient’s age, this death might, of course, 
have been avoided by better statistical fore- 
sight. This patient was the twenty-second case, 
leaving a consecutive series of eighty-five not 
as yet interrupted. Not included in this series 
are three patients who died following supra- 
pubic drainage, without prostatectomy. One 
died months later with ascites secondary to 
myocardial changes. The second death, occur- 
ring two weeks after the drainage operation, 
was due to cardiac decompensation, present 
at the time of the suprapubic drainage, the 
latter procedure having become imperative 
on account of impossible catheterization. The 
third death was due to acute general sepsis, 
following faulty urethral instrumentation. 
There was one case of rectal injury at opera- 
tion. In this instance a urethrorectal fistula 
was prevented (as it always may be prevented) 
by closing the perineal incision and immedi- 
ately performing a suprapubic drainage, post- 
poning the enucleation of the gland, and thus 
converting the procedure into a two-stage 
suprapubic operation. The series includes one 
case of persistent perineal urinary fistula lasting 
the better part of a year, and which will prob- 
ably prove to be permanent unless there is 
operative intervention. Excepting this one 
case, the average time of closure of the perineal 
fistula was twenty-three days. This figure does 
not include the small percentage of patients 
whose wounds reopened and drained for a 
brief period of time after their return home. 
There are three cases in which the control of 
urination is not satisfactory. While each of 
these patients has intervals of complete dryness 
and has the ability to start and stop the urinary 
stream at will several times while voiding, there 
is a weakness of the external sphincter, as 
indicated by leakage, at intervals, of small 
amounts on any undue exertion, such as 
coughing or sneezing or suddenly rising. There 
were eleven cases of postoperative epididymitis. 


TEN Berce, B. S., Rotterdam. The closure of 
uretero-genital fistulae in the presence of a 
pyelitis (Verscblieszung von Ureter-Genital- 
fisteln bei bestebender Pyelitis). Zentralbl. f. 
Gynak., Feb. 5, 1927, li, No. 6. 
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In cases of uretero-genital fistulae in which 
the renal pelvis is not infected, cure can be 
brought about by simple implantation of the 
lower end of the ureter into the bladder. When 
a pyelitis already exists, this procedure cannot 
be undertaken. In such cases, it is first neces- 
sary to drain the kidney. The author has accom- 
plished both the drainage and the implantation 
of the ureter in a single operation, by the 
following procedure: The ureter is exposed in 
the usual manner and freed from the retro- 
peritoneal tissue down to its insertion into the 
bladder. A lateral incision is made into the 
ureter and a catheter is inserted. This catheter 
is then led through a counter incision in the 
groin. Thereupon, the lower end of the ureter 
is implanted into the bladder in the usual 
manner without fear of injury to the kidney on 
the same side. When the urine has become 
clear and infection controlled, the catheter is 
withdrawn and the ureteral fistula permitted to 
heal. The author reports a case in which this 
procedure resulted in cure-—Henry MILcn. 


Marion, G., Paris. Congenital hypertrophy 
of the vesical neck. (Hypertropbie congénitale 
du col vésical), J. Urol., February, 1927, 
xxill, No. 2, 96. 


Marion reports 4 cases of what he calls con- 
genital hypertrophy of the vesical neck. All 4 
were cured by resecting a small portion of the 
neck of the bladder. The pathological examina- 
tion showed normal epithelium and muscle 
tissue without any of the scar tissue that is 
usually found. The clinical history of these 
patients is characteristic. They are usually 
young men who first notice difficulty in urina- 
tion at about the end of the second decade of 
life. They have the frequency, the urgency and 
the difficulty in passing water that is typical 
of hypertrophied prostates. On rectal examina- 
tion, however, no enlargement of the prostate 
is found. They are cured by removing a small 
segment of the bladder sphincter with the 
punch forceps.—HEnry MILcu. 


Martius, H., Bonn. The treatment of vesical 
ureterocele. (Die Behandlung der Ureterocele 
vesicalis), Zentralbl. f. Gyniik., Feb. 5, 1927, 
li, No. 6. 


The author calls attention to the severity 
of the operative removal of vesical ureterocele. 
He believes that this condition can better be 
treated by the use of endovesical diathermy. 
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In this manner, using a fulguration catheter 
and a miliamperage of about 200 to 300, the 
obstruction can be overcome without any pain 
or inconvenience. A case of bilateral uretero- 
cele is reported in which this method was used 
with excellent results. The advantage of this 
method lies in the fact that besides being 
almost painless to the patient, it may be done 
with the patient ambulant.—HENry MILcn. 


Tuomas, GILBERT J., and KinsELLA, THoMAS J., 
Minneapolis. Renal tuberculosis. Prelim- 
inary report of a clinical research problem. 
J. Urol., April, 1927, xvii, 395. 


Thomas and Kinsella conclude: 

1. Every patient infected with tubercle 
bacilli is a candidate for renal tuberculosis. 
The physician and the patient may notice no 
symptom indicating this infection. Repeated 
urologic examinations including complete urin- 
alysis and animal inoculation will reveal many 
unsuspected cases. 

2. Tissue destruction with renal tuberculosis 
or renal phthisis is a late lesion, that is most 
frequently encountered by the surgeon. The 
diagnosis and early treatment of the early 
lesion of renal tuberculosis may prevent the 
development of renal phthisis. 

3. Renal infection with tuberculosis is through 
the blood stream. Bilateral infection is the rule. 

4. The authors have not been able to demon- 
strate a case of excretory bacilluria. 

5. Be sure you know that the patient has 
one sound kidney before the other one is 
removed. This may require months of observa- 
tion and repeated animal inoculation of uri- 
nary sediment. 

6. Renal tuberculosis may end in clinical 
arrest or cure. 

7. Sanatorium treatment is necessary if 
renal tuberculosis is to be arrested or cured. 
This is suggested following the surgical removal 
of one kidney as well as in the case of bilateral 
infections. 


Kocu, SuMNER L., Chicago. Prevention of 
contractures following infections of the hand. 
J. Am. M. Ass., April 16, 1927, Ixxxvili, 1214. 


Koch asserts that contractures following 
hand infections may be reduced to a minimum 
if (1) drainage incisions are made with due 
regard for important anatomic structures; 
(2) secondary infection is not added to the 
primary infection; (3) hot dressings are dis- 
pensed with early i in the course of treatment 
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and replaced by the intermittent use of the 
sterile arm bath and dry heat; (4) movements 
of the fingers and hand are initiated as soon as 
the acute symptoms of infections have sub- 
sided, and (5) during periods of rest the hand is 
immobilized in the position of function. 


CopMAN, Ernest, Boston. Obscure lesions of 
the shoulder; rupture of the supraspinatus 
tendon. Boston M. er S. J., March 10, 1927, 
cixvi, 381. 


From his experience of a number of years 
with shoulder affections Codman advocates 
early exploratory incision in cases of severe 
shoulder injuries with negative x-ray findings. 

Rupture of the supraspinatus tendon espe- 
cially is seldom recognized and promptly and 
efficiently treated. There are all degrees of 
rupture, from a little nick in the tendon to 
complete evulsion of the supraspinatus and the 
adjoining parts of the infraspinatus and sub- 
scapularis. The biceps tendon is sometimes 
torn too. The mild ruptures repair themselves 
but they are slow. The complete ones remain 
permanently disabled and suffer more than the 
average fracture case. 

The diagnosis is confirmed by exploratory 
incision, ie., an inch and a half incision 
through the deltoid, opening the bursa and 
rotating the arm to inspect the base of the bursa. 
A fairly satisfactory repair is made even in 
long-standing cases. The “saber-cut”’ incision 
through acromio-clavicular joint and base of 
the acromion is advised against unless it is 
impossible to suture the tendon through the 
exploratory incision, The chief objection to it 
is not so much the danger, but the long period 
waiting for union of the acromion to occur. 

In old cases the greatest difficulty has been 
in controlling the discharge of synovial fluid 
after the operation. This fluid soaks into the 
surrounding areolar tissue causing redness 
and swelling and often an acute febrile condi- 
tion, and the appearance of a septic wound. 
Codman found it unwise to left the fluid out but 
waited for it to discharge itself; and it may 
run for days or even weeks. 

If the cooperation of the patient is acquired 
the arm is kept in abduction; if not, in any posi- 
tion the patient can make it most comfortable; 
and it is weeks or months before good function 
is obtained in long-standing cases. 

If a patient has a severe wrench of the 
shoulder, and within a day or two can endure 
passive abduction but cannot perform active 
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abduction and the x-ray picture is negative, 
exploration should be done. 

The operations here reported on have been 
done on cases averaging a year after the 
injury and the results, therefore, have been only 
good, but Codman thinks that acute cases can 
get perfect results if operated upon promptly. 


SPEED, KELLoGG, Chicago. Recurrent anterior 
dislocation at the shoulder. Operative cure 
by bone graft. Surg., Gynec. er Obst., April, 
1927, xliv, 468. 

In muscular men an incision is made from 
just below the coracoid process straight down 
about 4 inches through the skin, superficial fat, 
and fascia. The edge of the pectoralis major 
muscle is then identified at the lower angle of 
the incision. By blunt dissection the left index 
finger is pushed up under the muscle until its 
upper border is reached and at the point of 
junction with the deltoid the finger is hooked 
through and the muscle is cut transversely 
across its fibers about 114 inches from the 
tendinous insertion into the humerus. 

Retraction of the muscle ends exposes the 
axillary contents. The nerves and blood ves- 
sels are gently held out of the way and the 
edge of the glenoid fossa is palpated deep in the 
wound above the axilla. By blunt dissection all 
important structures being avoided, this gle- 
noid edge is brought into view. The capsule of 
the shoulder joint is usually not opened. 

In women the approach through the delto- 
pectoral junction across the shoulder usually 
affords sufficient space upon retraction. A 
broad drill point or chisel is then inserted into 
the scapula just anterior to the glenoid edge 
near its lower margin. A hole is drilled about 
1 inch deep diagonally into the neck of the 
scapula. Into this is inserted a bone transplant 
removed from the anterior surface of the tibia. 
The transplant is driven home and about 34 
of an inch is left projecting anteriorly and 
obliquely across the lower anterior margin of 
the shoulder joint. This in no way interferes 
with normal range of shoulder joint motion, 
but it does prevent the bead of ihe humerus from 
slipping out forward into anterior and habitual 
dislocation. The anterior capsule may be 
exposed and sutured if it is considered neces- 
sary as an extra precaution. Any active hemor- 
rhage is checked. The great pectoral muscle is 
sutured by mattress stitches of heavy catgut, 
and an accurate re-approximation thus made. 
The pectoral fascia is then sutured by a run- 
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ning stitch of lighter catgut, the skin is closed 
with black silk, and a capillary drain left near, 
but not exactly at, the lower angle of the wound. 
The arm is held in a sling close to the chest 
after the wound is dressed. 

Within a week the forearm is removed daily 
from the sling for elbow joint motions. After 
twelve to fourteen days, active abduction of the 
arm is requested, and after three weeks no arm 
support of any kind is used, abduction of the 
arm being encouraged. Within four to five 
weeks after operation the arm can be actively 
abducted beyond a right angle and full action 
of the pectoralis major returns. Ultimately 
complete elevation of the arm becomes possible 
and no degree of hyperabduction leads to 
another dislocation. Three cases in which the 
author used his own operation are reported. 


Nectey, J. C., Los Angeles. A new use of the 
phenolsulphonephthalein test. J. Urol., 
March, 1927, xvii, 367. 


The bladder is washed with sterile water 
until solution returns clear and is then filled 
to comfortable tolerance with a 0.5 per cent 
solution of sodium bicarbonate. The bladder 
is inspected in the usual manner and while the 
sodium bicarbonate solution is still in the 
bladder 1 c.c. of solution containing 6 mg. of 
phthalein is injected intravenously, the cathe- 
terizing telescope, with catheters in position, 
is introduced, the ureters are visualized and 
at the appearance of the phthalein deep pink 
color is noticed when the ureter ejects the 
urine. This pink spurt is noticed for size, as 
compared to ureter opening, density of color 
(comparing the two sides), strength of spurt, 
i.e., forcible or weak. These observations having 
been quickly determined, the catheters are 
introduced in the usual manner and observation 
is made as to whether there is leakage of the 
dye alongside the catheters. 

Advantages. 1. It enables one to find the 
ureter openings where they are difficult to locate 
and does not cloud the bladder media as does 
a few spurts of indigo carmine. 

2. In those cases that catheterization, of 
one ureter, is not possible, it gives one a good 
idea of the function of that kidney for with the 
catheter in the opposite side one can measure 
the size and force of spurt and density of 
color. Then at the end of any given time, if 
the bladder is catheterized, we can estimate 
the phthalein just as if the ureter had been 
catheterized. 
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3. It does away with the awkward procedure 
of catheterization for bladder leakage for if 
the urine is leaking alongside one or both 
catheters, it can be visualized and estimations 
made accordingly. 

4. In those cases, having a supposedly dead 
or only weakly functioning kidney, where it 
is dangerous to introduce catheters, one can 
get a very accurate functional estimate of the 
healthy kidney without introducing a catheter. 

5. It is the general rule not to catheterize the 
ureters of prostate cases on account of the 
ensuing reaction that sometimes occurs, but with 
this method one can get a fairly good idea of 
what each kidney is doing and Negley has 
saved quite a few prostatics who had a good 
bladder phthalein and blood chemistry, but a 
dead kidney, which probably would have given 
trouble, if a prostatectomy had been performed. 

6. Phthalein seems to appear in the bladder 
from two to five minutes quicker by this 
method than that of having it run through the 
catheters into an alkaline solution thus shorten- 
ing the time of examination. 

Disadvantages. 1. In bleeding bladders or 
hematuria from either kidney, the red or pink 
color, of the phthalein, only adds to the 
cloudiness and renders the ureter openings 
not visible. 

2. If difficulty is encountered in introducing 
both catheters, the phthalein lost between the 
time of appearance and introduction of the 
catheters, is often sufficient to cloud the relia- 
bility of the entire test. 

3. The technique is difficult to master and 
one must perform the test many times to be 
able to use it with accuracy and expediency. 


MaxweE Lt, Harvey Cecit. Spondylolisthesis 
in males. Mil. Surgeon, April, 1927, Ix, 438. 


Maxwell defines spondylolisthesis as a lumbo- 
sacral dislocation of traumatic origin, which, he 
says, is rare in males. The diagnosis is made on 
the characteristic deformity, history, and x-ray 
findings. The treatment is surgical fixation by 
means of bone splint, if the dislocation can be 
reduced; if not reducible, a celluloid jacket or 
brace, which will remove the weight of the 
trunk from the lumbar spine, offers the patient 
reasonable comfort. 


Witson, JouN C., Los Angeles. Surgical treat- 
ment of traumatic spondylolisthesis. J. Bone 
er Joint Surg., April, 1927, ix, 346. 


‘Traumatic spondylolisthesis occurs more fre- 
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quently in the male than in the female. Severe 
trauma played an important causative rdéle in 
all of the cases studied, with one exception. 

The clinical history and physical signs do not 
differ materially from those of other irritative 
lesions of the lumbosacral! articulation. 

Lateral roentgenologic examination reveals 
the only positive evidence of the existence of 
spondylolisthesis. 

An attempt may be made to reduce the 
deformity. This failing, the vertebra should be 
fixed by surgical measures. Hibbs’ spinal fusion 
offers a satisfactory means of operative fixation 
in spondylolisthesis. 


SONNENSCHEIN, H. D., New York. Rupture 
of the quadriceps tendon. Report of four 
cases. M. J. er Rec., March 2, 1927, cxxv. 


Rupture of the quadriceps extensor femoris 
muscle is a comparatively uncommon injury, 
much less common than fracture of the patella 
which is caused by a similar type of violence. 
Rupture of the quadriceps has never been 
reported in the young. The degree of disability 
depends on the completeness of the tear. 
Usually this tear is not complete, enough 
fibers remaining intact to permit slight motion 
of the knee. In establishing the diagnosis one 
should not be misled by this residual power of 
extension, as complete transverse tears are 
unusual and the few intact fibers will function 
in a small manner. There is considerable 
swelling of the thigh in the region of the injury; 
the knee is held in flexion and there is inability 
to actively extend the leg. A transverse 
furrow is felt at the point of rupture. 

There can be “no complete restoration of 
function unless the muscle is sutured. Kangaroo 
tendon may be employed but it has no material 
advantage over chromic gut and has the dis- 
advantage of occasionally giving trouble be- 
cause of non-absorption. The knee should be 
hyperextended before the sutures are tied. 
With the separation occurring at the insertion 
of the tendon into the patella, the sutures 
should include the anterior portion of the 
patella substance. In the cases which are 
sutured, the limb should be immobilized in a 
plaster cast for about three weeks, after which 
active and passsive motion should be started. 

Guarded active flexion and extension can be 
started as soon as the skin wound has healed. 


CAMPBELL, Wittis C., Memphis, Tenn. End 
results of arthroplasty of the hip joint. 
J. Bone er Joint Surg., April, 1927, ix, 331. 
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Of 15 arthroplasties for ankylosis of one hip, 
II were in women and only 5 in men; all were 
in young adults from sixteen to thirty-five 
years of age, which is the period of life more 
favorable for arthroplasty. 

Of the 15 patients, there have been excellent 
results in 10, fair in one, doubtful in one. 
There have been no operative deaths, but one 
died one year later, and death must be attrib- 
uted to operation. In only 2 has ankylosis 
recurred. Of the 10 with excellent results, 
ankylosis was probably caused in 5 by the 
gonococcus, which apparently refutes the 
statement that ankylosis caused by gonococcal 
arthritis contraindicates arthroplasty. 

Of the 10 apparently excellent results, suffi- 
cient time has elapsed in 6 to conclude as to 
durability, which are, respectively, 10 years, 
814 years, 7144 years, 5 years, 314 years and 
3 years. In all cases there is stability, endurance 
and efficiency. 


Haun, F., Fiirth i. B. Early treatment of 
congenital dislocation of the hip (Friibbe- 
bandlung der kingenitalen Hiiftgelenkverren- 
kung). Miinchen. med. Webnscbr., March 11, 
1927, Ixxiv, 409. 


The author calls attention to the fact already 
brought out by Lorenz that so-called congenital 
dislocation of the hip is in reality not congenital 
but due to abnormal play of muscles about 
the hip in the post-partum period. He believes 
that the best way in which to overcome this 
abnormal muscle action is by early reduction of 
the dislocated hip. He is of the opinion that 
in this manner the ill-effects of late treatment 
are avoided and the period of treatment is 
materially shortened. He reports several cases 
in which both unilateral and bilateral disloca- 
tions treated under the age of one year were 
discharged cured in periods of less than four 
months. He avoids the difficulty of soiling of the 
casts in these infants by applying a fresh cast 
every two weeks.—HENry MILcu. 


Ma pas, P., Liverpool. The prognosis in frac- 
tures of the os calcis. Brit. Med. J., March 
19, 1927, 410. 

From a follow-up of 14 out of 25 cases the 
following conclusions are drawn: 

The average period of disability after frac- 
tures of the os calcis is eleven months. The 
length of the period depends on the condition 
of the subastragaloid joints, and not directly on 
the amount of bone damage. 
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When these joints are ankylosed as a result 
of the fracture the foot improves in six months 
to an optimum stationary condition, with a 
limited but painless range of eversion of the foot. 

Should the joints escape entirely the prog- 
nosis is so much the better, but when an incom- 
plete fibrous ankylosis results from the frac- 
ture, improvement is slow and eversion is 
often permanently attended by pain. 


Wa ton, Ratpu W., Montclair. Leucocytosis 
accompanying fractures. A study of two 
hundred and sixty cases. J. Am. M. Ass., 
April 9, 1927, Ixxxviiil, 1138. 


The clinical observations made by Walton 
in 260 cases of fracture, show that traumatic 
injury to bone gives rise to a moderate leuco- 
cytosis, chiefly polymorphonuclear in type. 
This elevation in the white cell count reaches a 
maximum within twenty-four hours following 
injury. It remains approximately at this level 
until immobilization of fragments is secured. 
Proper reduction of fracture and immobiliza- 
tion of fragments are followed by a rapid fall 
in the white cell count, which then reaches 
normal by the fifth or sixth day. Old, debili- 
tated persons usually develop less leucocytic 
reaction in case of fracture than do children or 
younger adults. This increase in number of 
white cells appears to be largely. the result of 
injury to the bone and periosteum but varies 
also in proportion to the amount of soft tissue 
injury and displacement of fragments. Skull 
fractures head the list, with an average leuco- 
cytosis of 17,700. Next come multiple fractures; 
then the larger of the long bones, and last of 
all, the phalanges, metacarpals and metatar- 
sals, which give a mean white cell count of 
9,650. It is evident, therefore, that the rise in 
number of white cells varied roughly with the 
extent of the injury. Experience showed that 
leucocytosis developed immediately following 
injury, reached a maximum within twenty- 
four hours, and maintained approximately the 
same level until after immobilization of the 
fragments. Following reduction and immobili- 
zation, there was a rapid drop in total number 
of white cells, accompanied by a corresponding 
fall in the number of polymorphonuclear leuco- 
cytes. The condition of properly treated 
patients may be contrasted with that found in 
untreated patients who entered the hospital 
from five to thirty-five days following injury. 
Only three of the latter patients presented 
normal white counts (6,800, 7,000 and 7,600, 
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respectively). The other eleven showed an 
average count of 11,300. 


Mace, Sicmunp, New York. The use of re- 
gional anesthesia by the nerve block method 
for the reduction of fractures and disloca- 
tions. Ann. Surg., May, 1927, Ixxxv, 765. 


The plan is to block the nerves proximal to 
the fracture, and, depending on that site, 
various levels may be available. Thus the 
reduction of a dislocated wrist-joint may be 
attempted with either a block of the median 
and ulnar nerves at the wrist, a block of the 
median, ulnar, and radial at the elbow, or a 
brachial plexus block. 

Fractures about the ankle are satisfactorily 
treated by popliteal space block. Fractures and 
dislocations of the bones of the foot are most 
satisfactorily taken care of by popliteal space 
blocks, although metatarsal and phalangeal 
injuries may be handled by ankle blocks. 
Fractures of the os calcis which are amenable to 
correction or reduction should be blocked at 
the popliteal space to obtain relaxation of the 
tendo Achillis. 

Fractures and dislocations of the pha- 
langes, which require anesthetics for correction 
have been treated very advantageously by 
block of the lateral nerves about the base of the 
finger or toe. 

In a series of adaptable fractures and dis- 
locations indicating immediate manipulative 
reduction, nerve block was found to be satis- 
factory by allowing painless reduction and by 
supplying adequate muscle relaxation. 

Nerve block is an excellent adjuvant for use 
in fracture work, and is the indicated anesthe- 
tic where any contraindication to general 
narcosis exists. 


Levinson, A., Moscow. Autopus_ therapy 
(Autopustherapie). Miinchen. med. Wcbnschr., 
Feb. 11, 1927, Ixxiv, No. 6, 241. 


The author reports cases of meningococcic 
meningitis, abscess of the thigh, pulmonary 
abscess following pneumonia diaphragmitis 
cured by the intramuscular injection of auto- 
genous pus. Several cases of tuberculosis 
showed absolutely no reaction. The pus with- 
drawn from the original focus is injected into 
the arm or thigh. If the secondary abscess 
warrants, incision is made and the cavity 
drained, otherwise the abscess may disappear 
spontaneously. The secondary abscess seems 
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to stimulate the protective mechanisms of the 
body so that the original focus is cured or the 
process markedly benefited—HeENry MiItcn. 


SUPPLEMENTARY ABSTRACTS ON 
ROENTGENOGRAPHY AND 
RADIUM THERAPY 


SAMUEL, E. C., BLum, H. N., and Bowie, E. R. 
Roentgenotherapy of exudative iritis. J. 
Am. M. Ass., 1926, Ixxxvil, 1033-1034. 


The first observation of the therapeutic effect 
of roentgen rays upon iritis was in a case due 
supposedly to trauma in which roentgen-ray 
exposure was made to determine the presence 
of a foreign body. There was a large fibrinous 
exudate in the anterior chamber, and it was 
noted that rapid disappearance of this spongy 
material foliowed roentgen-ray exposure. This 
happened without the administration of inter- 
nal treatment, only mydriatics being used to 
keep the ciliary body at rest and to dilate the 
pupil fully. Subsequent experience has demon- 
strated that the above effect was not excep- 
tional. In several different laboratories the 
results all showed a marked amelioration of 
symptoms following roentgen therapy with 
prompt, eventually complete resolution of 
the lesion. 

The cases of iritis that have been treated 
were of the exudative type, classified in different 
textbooks as spongy iritis or croupous iritis. 
The causation in the majority of cases has 
been syphilitic. 

The technique is simple. An exposure is 
made over the affected eye or eyes for 30 sec. 
with rays produced by 5 ma., 5 inch gap 
filtered through 1 mm. Al, distance 20 inches. 
There is probably no virtue in the prolongation 
of the time of exposure by the reduction in 
the milliamperage, except that it seems to 
make more of an impression on the patient. 
The amount of irradiation may seem to some 
ridiculously small since it cannot be considered 
to total more than one-twentieth of an ery- 
thema dose through a millimeter of aluminum. 
Bumpus, Hermon C., Jr. Carcinoma of the 

prostate. Surg., Gynec. é> Obst., August, 1926, 

xlili, 150-155. 


A summary is given of the clinical study of 
1000 cases of carcinoma of the prostate seen at 
the Mayo Clinic prior to January, 1925, com- 
plete records being available for 90 per cent of 
the cases in this series. 

The average age was sixty-five years, and in 
no case was it encountered before the forty- 
second year. Neoplasm of the prostate occur- 
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ring prior to the age of forty should be sarcoma. 
Frequency and. difficulty of urination were 
given as the usual symptoms, after which there 
developed pain. Metastasis to the lymphatic 
system was demonstrable in 243 of the cases. 
While the lymphatic system without doubt is 
the earliest and most frequent site of metastatic 
lesions, they are far easier to detect in the 
osseous tissue for they are usually of the osteo- 
blastic type and the increase in density of the 
bone renders them discernible roentgenograph- 
ically. The most common site of involvement 
is the sacrum and adjacent portions of the 
spine and pelvis. Early metastatic lesions are 
difficult to distinguish from areas of osteitis, 
and when the latter are found in the sacroiliac 
region in men of prostatic age, the diagnosis 
should not be confirmed until careful rectal 
examination has ruled out the possibility of 
malignant disease of the prostate. 

A more frequent cause of confusion in the 
more advanced cases is the differentiation from 
Paget’s disease. In the latter, the bodies of the 
lumbar vertebrae are flattened and widened, 
and there is increased density without destruc- 
tion, while with metastases there is little, if any, 
change i in the shape of the vertebrae, but the 
increase in density is associated with 
destruction of tissue. In this connection 
roentgenograms of the head should be studied. 
Metastases to the lungs were found in a few 
cases, but for diagnosing the presence or 
absence of metastases roentgenographically a 
plate including the spine, pelvis and upper 
femurs would seem all that is necessary. 

Eleven of the patients had metastases to the 
spinal cord and a number of others showed 
metastases to the skin, liver and kidneys. 

Completed records of 164 cases in which 
prostatectomy was performed show 21 five 
year cures. This figure should make one hesi- 
tate to recommend surgical treatment when the 
disease has advanced sufficiently to be posi- 
tively diagnosed. 

Because of the poor surgical results, treat- 
ment by radium was tried. At first the method 
of administration (in the rectum directly over 
the prostate) was very crude and inefficient, 
and of 35 patients so treated all but one are 
dead, and many suffered severely from procti- 
tis. An additional group of 35 was treated by 
the insertion of radium bearing needles plunged 
through the perineum. Only 3 of these patients 
are alive. The average length of life for the 
group was sixteen months after application of 
radium, very little longer than for patients 
receiving no treatment. 

In subsequent cases, the radium was applied 
through the urethra by means of emanation 
seeds inserted directly into the gland as well as 
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through the perineum and over the rectal sur- 
face. Of 122 patients so treated there are com- 
pleted records of 112. The average dose was a 
little over 2000 mg-hr., and the patients lived 
an average of twenty-two months following 
treatment. Of these 25 are still alive, 9 more 
than three years, 4 of whom have lived more 
than five years. These results are about equal 
to those obtained by the surgical treatment, 
considering that these cases were not as care- 
fully selected. 

In a few case prostatectomy followed radium 
irradiation of the gland, and the results were so 
poor that the method was quickly abandoned. 
In other cases radium was administered after 
prostatectomy when the pathological examina- 
tion showed little involvement. Here seems to 
be the greatest field of usefulness for radium in 
connection with malignant disease of the pros- 
tate. Surgical procedure should be such as to 
expose the neoplasm and make it essentially a 
surface lesion, thus permitting a more acces- 
sible approach for the radium. 

Suprapubic cystostomy has been found to be 
more free from risk, to cause less suffering and 
to lengthen life more than any other form of 
treatment thus far tried. 


Indications for surgical 


LaHEY, FRANK H. 
May, 1926, 


treatment of goiter. Radiology, 

vi, 368-371. 

When malignant degeneration of a thyroid 
adenoma is diagnosable, it is hopeless surgi- 
cally. It is here that the author has seen some 
of the very best results in a palliative way from 
roentgen treatment. A large number of intra- 
thoracic goiters are located either to one side or 
the other of the trachea resulting in the devia- 
tion of that structure, usually in a curve corre- 
sponding to the more or less spherical outline of 
the adenomatous masses, the roentgenographic 
demonstration of which is of marked usefulness 
in the diagnosis of this condition. 

The characteristic features of the roentgen 
picture of intrathoracic goiter are the sharpness 
of outline of the intrathoracic mass due to the 
fact that such masses are usually symmetrical 
in shape in a firm fibrous capsule surrounding. 
It should be a fixed rule that every nodular 
goiter be carefully roentgenographed for detect- 
ing the possible presence of an intrathoracic 
mass. All intrathoracic goiters are surgical and 
should be removed. The author has several 
times been unable to demonstrate intrathoracic 
masses roentgenographically but at operation 
found such masses extending well down into 
the mediastinum. This is regarded as one of the 
distinct advantages of the operative procedure 
done on thyroids for other indications such as 
toxicity. 
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Patients have so often been seen to die as the 
result of deferred and inadequate treatment 
that the author has arrived definitely at the 
conclusion that the best form of treatment for a 
condition as serious as thyroidism is the one 
which most quickly, most certainly, most com- 
pletely and most permanently relieves the 
toxicity, and that is surgery. 


TRUEHEART, M. Cancer of the lip—Report of 
25 cases treated with radium. J. Kansas M. 
Soc., October, 1926, xxvi, 311-313. 


The series of cases of cancer of the lip here 
reported were treated at the Sterling Hospital, 
Sterling, Kansas, between August, 1922 and 
January, 1925. The treatment consisted of 
external irradiation of the lip, insertion of 
needles being applied only in those cases in 
which the glands were palpably involved. In 
the ordinary case with small lesion of the lip, 
the author used four needles containing a total 
of 44 mg. radiant material screened with 2 mm. 
Cu and 1 mm. Al. The first treatment lasted 
forty-eight hours and after the resulting ery- 
thema subsided (about three weeks) a second 
treatment of twenty-four hours was given pro- 
ducing a similar erythema. After a second ery- 
thema subsided another twenty-four hour 
treatment was given. This was almost invari- 
ably sufficient to cause the lesion to heal. In 
involved glands 10 mg. needles were inserted 
and allowed to remain for ten hours and in 
addition there was administered an erythema 
dose of deep roentgen rays over the gland- 
bearing area of the neck. 

Two of the cases had the upper lip involved 
and both of these have remained well since 
treatment. The lower lip was involved in 23 
cases and of these 2 are dead, 3 have had recur- 
rences and the remainder are well. 

The author’s experience with radium in the 
treatment of cancer of the lip shows that it 
offers as good a hope for curing this disease as 
any other method of treatment if used as the 
primary treatment at the time when the diag- 
nosis is first made. It has the advantage over 
other treatments of being able to salvage some 
of the cases that have been operated on or have 
used paste or roentgen rays without cure. The 
most important item in the cure of this condition 
is early diagnosis and early proper treatment. 


Crite, G. W. Surgical treatment of goiter. 
Radiology, May, 1926, vi, 365-367. 


The plan of management employed by the 
author is such that almost no case of hyper- 
thyroidism is too severe to warrant surgical 
treatment. During a period of six months from 
June 1, 1925, among 748 thyroidectomies for 
hyperthyroidism the mortality was 0.82 per 
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cent, and among 398 ligations the mortality 
was 0.76 per cent. By careful choice of the 
location of the line of incision the resultant 
scar is so slight that it becomes practically 
invisible within a few weeks. The one or two 
brief stays in the hospital do not inconvenience 
the patient more than the repeated visits to 
the hospital for treatment with roentgen rays. 
In the case of acute hyperthyroidism the 
patient’s occupation should be interfered with 
and for a sufficient period no matter what the 
method of treatment may be. The problem of 
both roentgen therapy and surgery being to 
diminish the toxic secretions of the gland by 
diminishing the amount of the secreting sub- 
stance, it appears to the author that surgery 
supplies the one method by which the amount 
of diminution can be definitely controlled. The 
amount of gland reduction by radiation therapy 
cannot be measured accurately. The argument 
of the roentgenologist that if roentgen therapy 
fails surgery can be employed later fails in one 
respect, for the difficulties of operation are 
increased by radiation and during the period 
of irradiation the disease has wrought addi- 
tional damage. 


Finton, W. L., and SHAEFFER, A. M. A goitre 
resumé, J. Mich. M. Soc., 1926, xxv, 338-341. 


Surgery is recommended by the authors on 
an average to only about one goiter patient 
out of the three (in adults). Only rarely should 
surgery be recommended in cases under 
twenty years of age. Roentgen treatments to do 
any good should be given in fairly good doses 
and repeated every two weeks, the total being 
usually from three to six treatments. Radium 
may be substituted if patients cannot be moved 
to the roentgen machine. The mode of applica- 
tion of roentgen ra¥s has certain mechanical 
advantages over that of radium. Opinion seems 
to be that roentgen rays cause temporary bene- 
fit in most cases of mildly toxic goiter. 

It is the authors’ observation that the 
patient with a “goiter heart”’ is a better surgi- 
cal risk than is popularly supposed. Patients 
with hyperthyroidism and bad hearts should 
not be refused surgical relief. 


FRAZIER, CHARLES H., and Mosser, W. Biarr. 
A system of control and treatment in the 
toxic goitre. Ann. Surg., 1926, Ixxxiv, 51-56. 


A thyroid clinic has been evolved at the 
University Hospital, Philadelphia, officered 
by representatives of the medical, surgical and 
roentgen-ray services; in this clinic all patients 
with diseases of the thyroid gland are registered 
no matter on what service they may be entered 
originally, and on their discharge from the hos- 
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pital the entire group is subjected to the same 
continuation of observations. 

At the present time, surgical treatment offers 
to the patient suffering either from exoph- 
thalmic goiter or toxic adenoma by far the best 
hope for recovery. A conservative estimate of 
operative results from various clinics shows 
that recovery is to be expected in about 60 per 
cent of cases; improvement in 30 per cent, and 
no improvement in 10 per cent.*The results of 
medical treatment could probably be indicated 
by reversing the order of these figures. Roent- 
gen treatment, while of some benefit to a large 
proportion of purely exophthalmic cases Is, 
according to those best informed on this sub- 
ject, curative in only a very small number. 

Surgical management of the toxic goiter 
patient is largely a matter of observing certain 
fundamental principles and applying them 
routinely to all cases, as it is impossible to pre- 
dict the postoperative reaction by the degree of 
apparent toxicity. Every toxic patient is placed 
on the anoci-association technique, put at abso- 
lute physiological rest, given mild sedatives as 
indicated, and iodine as a specific in certain 
instances. The anoci-association technique, 
whereby the patient is kept in ignorance of the 
fact that he is to be operated on or of the time 
of operation, if he has been previously told that 
operation is necessary, is a valuable adjunct 
since mental and psychic disturbances are 
avoided. Such a procedure is necessary in only 
about 5 per cent of cases. 

Administration of iodine as a pre-operative 
procedure in exophthalmic cases is always prac- 
ticed, since its effect is so remarkable as to be 
considered practically specific. In the treatment 
of toxic adenomas the routine use of iodine is 
not subscribed to by the authors. It undoubtedly 
benefits a large proportion of these cases, but 
some unfavorable reactions have been seen 
which make dubious the routine use of this 
drug. Under no circumstances should iodine be 
given to a patient with an adenoma, except 
when the patient is in the hospital where he is 
being prepared for operation. Iodine, while one 
of our most valuable adjuncts in the surgical 
management of hyperthyroidism, has probably 
done more harm to patients with goiter than 
any other drug. 

Since the operative procedure is one of 
election uninfluenced by immediate necessity, 
it follows that it should be performed when the 
point of maximum improvement after iodine 
therapy has been attained. The operation of 
choice is a bilateral subtotal thyroidectomy, 
and it is only by ultimately reaching this stage 
that cure'can be expected. Various factors often 
demand a series of operations before complete 
removal is possible. It is largely through expe- 
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rience that judgment as to the correct procedure 
for the individual case is attained. Each patient 
should be evaluated soon after admission and 
the treatment planned accordingly. 

The mortality statistics have been materially 
reduced since the advent of iodine therapy. 
Previous to 1920 the mortality in toxic cases 
averaged 2.77 per cent; since then there have 
been 262 consecutive operations on patients 
with toxic goiter with only 2 deaths, a mortality 
of less than 0.8 per cent (one of these deaths 
was unavoidable). 


HARROLD, CHARLES C. Shall cancer be treated 
by radium or by surgery? J. Med. Ass. 
Georgia, October, 1926, xv, 394-395. 


[t seems out of the question to hope that one 
method of treatment will serve for all malig- 
nant growths. In cancer of the breast, surgery 
should be resorted to early and radically. The 
author sees not much result from the use of 
roentgen rays except in extensive skin involve- 
ments where it probably prolongs life some- 
what. He does not believe that radium has any 
place at all in the treatment of cancer of the 
breast, not even in recurrent skin nodules unless 
as an adjunct to radical surgical removal. 

In superficial keratosis and in skin cancers, 
radium seems to be the accepted treatment and 
seems to be definitely valuable. If the skin can- 
cer extends to the cartilage as in the ear, sur- 
gery or electrocautery is preferable. 

In the treatment of cancer of the lip there is 
great diversity of opinion. Radium should be 
used if superficial keratosis is present. If the 
lesion is more advanced it should be removed 
surgically. In late, bad cases radium may be 
used to prolong life. In cancer of the tongue it 
seems that at least 2 cases out of 3 are doomed. 
Radium is used in some clinics for tongue can- 
cer, and in others electrocautery is used 
followed by dissection. 

Treatment seems more definitely promising 
in cancer of the uterus. Almost everyone agrees 
that the treatment of choice in cancer of the 
cervix Is radium and in cancer of the fundus, 
complete hysterectomy. 


Jacoss, A. W. Carcinoma of the rectum and 
sigmoid. Surg., Gynec. e Obst., July, 1926, 
xlili, 50-53. 


An analysis is given of 125 cases of carcinoma 
of the rectum admitted to the Montefiore 
Hospital, New York City. Of the entire series 
26 cases were treated by radium or deep roent- 
gen therapy, either alone or in combination, 
with temporary improvement or palliation of 
symptoms in g cases. Brief abstracts of 4 such 
cases are given. The first case has remained 
free from symptoms two years and eight 
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months; the second case died four years after 
onset; the third died in three and a half years; 
the fourth has been under observation one year 
and the condition appears to be under control. 

It is concluded that the majority of cases of 
carcinoma of the rectum are recognized when it 
is too late to accomplish much by radical 
surgery, and surgical statistics in the advanced 
cases are not encouraging. Here a proper com- 
bination of surgery and radiotherapy may 
accomplish something toward alleviation. 

Radium when properly applied will inhibit 
and destroy a majority of rectal neoplasms. 
Radium is a valuable adjunct to surgical pro- 
cedures and in selected cases pre- and post- 
operative irradiation should be practiced. 

Deep roentgen therapy should also be given 
in the pelvis with the hope, first, of destroying 
or decreasing the amount of lymphatic tissue 
and thus decreasing the opportunity for metas- 
tasis; and second of destroying or inhibiting 
the growth of metastatic nodules. 


Kinc, JAmMes M. Cancer of the skin and 
mouth. J. Tenn. M. Ass., September, 1926, 
XIX, 115-120. 


The author lays emphasis upon the value of 
the electrocautery in the removal of malignant 
tumors when the wound is to be left open and 
treated with roentgen rays. Under local anes- 
thesia, it enables one to do practically a blood- 
less operation, and the tissue to be severed is in 
a clean bloodless field. 

General descriptions are given of rodent 
cancer and prickle or squamous cell epithe- 
lioma, their clinical features, diagnosis and 
treatment. 

The large flat epitheliomas the size of a 
quarter or a silver dollar, ulcerated or not, 
should be treated with roentgen rays or radium, 
roentgen rays preferably on account of the area. 
Large deep-seated nodular or larger ulcerated 
tumors should first be removed with electro- 
cautery, and then the open wound treated with 
roentgen rays at intervals, allowing the wound 
to heal by granulation. The adjacent glands are 
not to be considered unless it is found that a 
squamous cell epithelioma has engrafted itself 
upon a basal cell type. The one necessary 
requirement for success in handling cancer is 
experience. Recurrence will appear, if treat- 
ment is not thorough. 


BELFIELD, W. T., and Rotnick, H. C. Roent- 
genography and therapy with iodized oils. 
J. Am. M. Ass., 1926, Ixxxvi, 1831-1833. 


The authors have studied the therapeutic 
effects of various iodized oils after injection 
into the seminal ducts through vasotomy, 
usually bilateral, in 67 men, with immediate 
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roentgenograms in all. The viscosity of lipiodol 
and iodipin renders the filling of the vesicles 
difficult and at times incomplete. The failure of 
absorption of lipiodol is shown by its persistence 
in the vesicles and in the connective tissue at 
the internal inguinal ring (Bogros’ space), into 
which it was intentionally injected by way of 
the sheath of the scrotal vas. 

Since animal oils are more readily absorbed, 
the authors have tried to dissolve iodine and 
its compounds in each of several animal oils 
The prime object was therapeutic efficacy with 
harmlessness. Two solutions have been found 
satisfactory. The first consists of iodol, 10 gm., 
in cod liver oil 40 c.c. giving a mixture contain- 
ing more than 18 per cent of iodine. The second 
solution consists of 10 gm. thymol iodide in 
30 c.c. of cod liver oil, giving a solution con- 
taining 12 per cent iodine. Either liquid clears 
the vesicles of gonococci and of pyogenic bac- 
teria commonly found there. They are suffi- 
ciently fluid to fill the vesicles without undue 
pressure; and they are absorbable and do not 
stimulate cicatrix formation. 

The iodol-oil mixture gives roentgenographic 
shadow of the vesicles, less dense than that 
furnished by the customary collargol 10 per 
cent solution, or by lipiodol. It is possible that 
these iodized oils may be found useful in other 
fields of roentgenography as harmless and inex- 
pensive substitutes for lipiodol and iodipin. 

Attention is called to the clinical impertance 
of Bogros’ space especially to industrial sur- 
geons. The sheath of the intrapelvic vas is usu- 
ally not continuous with the sheath of the 
scrotal vas. Each segment ends in the inter- 
vening loose connective tissue at the internal 
inguinal ring; hence infections traversing the 
sheath of the vas from the vesicles diffuse into 
this space causing.tender swellings, even 
suppuration, at the internal ring which simu- 
late hernia. A good many “industrial hernias” 
are nothing else than infections that have 
traversed the vas to Bogros’ space from the 
vesicles. An illustration is presented showing 
the persistence of lipiodol in Bogros’ space and 
vesicles thirty-seven days after injection. The 
oil which was injected toward the body within 
the sheath of the scrotal vas, had diffused 
through Bogros’ space but did not enter the 
sheath of the pelvic vas. 


Case, James T., and Upson, W. O. Roent- 
genologic aspects of various types of hernia. 
J. Am. M. Ass., 1926, Ixxxvii, 891-808. 


Cases of hernia have been encountered in the 
roentgen examinations which have been very 
interesting, and at times life saving. Some of 
these experiences have occurred with ordinary 
inguinal and postoperative ventral hernia and 
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others with umbilical hernia; but the most 
striking have been found with diaphragmatic 
and intra-abdominal herniations. The authors 
have had no case of femoral hernia in which the 
roentgenograms have been helpful. 

A review of the results of operation or 
necropsy in several hundred cases of hernia 
involving the abdominal contents reveals 
interesting possibilities in the way of roent- 
genographic diagnosis. The possibility of 
encountering hernia should be kept in mind 
during routine barium meal studies. Special 
technique is required by special types of hernia, 
such as diaphragmatic, retroperitoneal and 
postoperative hernia in which the roentgen 
study offers the greatest likelihood of affording 
useful information. 

Paraduodenal Hernia. It is possible to diag- 
nose correctly retroperitoneal hernia involving 
the bowel. The roentgenograms in two of the 
authors’ cases are presented. The disposition 
of the small bowel was typical showing the 
spherical well bounded zone in which the small 
intestine was confined. The confined intestinal 
coils could not be disturbed by any amount of 
manipulation or change of position of the 
patient. The part of the small bowel thus 
compressed into an ovoid mass remains sup- 
ported high in the abdomen when the patient 
assumes the erect position, whereas the normal 
bowel gravitates toward the true pelvis with 
the patient erect. There is often a marked 
distortion or displacement of the colon and 
sometimes also of the stomach. In some cases 
the entire colon lies in the left side of the 
abdomen so that the small bowel appears in 
the right upper quadrant suggesting a con- 
genital failure of the colon to rotate. One of the 
obstacles to correct interpretation lies in the 
differentiation between retroperitoneal hernia 
and incomplete rotation of the colon. In every 
case which seems to present evidence of incom- 
plete rotation, that is, in which the duodenum 
comes from the pylorus directly toward the 
right, with distribution of the upper jejunum 
on the right instead of on the left of the midline, 
one suspects a possible paraduodenal hernia. 

Paracecal a Intersigmoid Hernia. A her- 
nia into the paracecal fossa is a great rarity 
and in the case observed by the authors the 
cecum occupied the normal position. Stereo- 
grams showed that several coils of the small 
intestine occupied a position behind and to the 
right of the ascending colon and cecum. These 
herniated coils were so densely adherent that 
it was necessary to resect 20 inches of terminal 
ileum, cecum and ascending colon with end to- 
side anastomosis to give relief. The patient 
remains in excellent health fourteen years after 
the operation. The authors have not recognized 
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a case of hernia into the intersigmoid fossa. 
To recognize the presence of small intestine 
behind or between the layers of the sigmoid 
mesocolon, stereoscopic and roentgenoscopic 
manipulative studies should be made with a 
combined barium meal and opaque enema so 
that the small intestine and the sigmoid may 
be filled simultaneously. 

Hernia into the Lesser Peritoneal Cavity. 
This presents a more fertile field for roentgen 
investigation. The proper reading of the roent- 
genograms in several cases was possible after 
repeated examination and the use of manipula- 
tion with the protected hand under the roent- 
genoscopic screen. The stereoscopic films 
must be made with very brief exposure and 
with very little interim between two exposures. 
Good results are obtainable only with appara- 
tus that permits a completion of the two films 
within one and a half or two seconds, the 
breath being held in the meanwhile. Hernia 
through the foramen of Winslow occurs as 
frequently as right duodenal hernia. To 
establish the existence of such a hernia, the 
small bowel should be identified anterior to the 
hepatic flexure or the first part of the trans- 
verse colon. The small bowel may also pass into 
the lesser peritoneal sac through a breach in 
the transverse mesocolon; and the hernia, as is 
curiously the case in the majority of instances 
reported, may be associated with a coexisting 
gastric or duodenal ulcer, though no satisfac- 
tory explanation has been offered for the 
coexistence of the two lesions. 

Diapbragmatic Hernia. These usually occur 
through the posterior part of the diaphragm 
on the left side. Right sided hernias occur only 
about once to ten times on the left side. The 
practical difficulty in differential diagnosis 
is the similarity of the roentgenogram in 
relaxation or eventration of the diaphragm and 
in true diaphragmatic hernia, especially in the 
traumatic cases. The contents of the hernia 
may include stomach, small intestine, colon, 
omentum, liver, spleen, pancreas and kidney. 
Even with the aid of. the screen or roentgeno- 
gram the lesion is sometimes found only after 
several examinations. Spontaneous reduction 
of the hernia may occur just prior to the 
roentgen-ray study, thus contributing to 
diagnostic failure. The diagnosis of diaphrag- 
matic hernia depends on proof of the absence 
of the intact normal, rounded dome of the 
diaphragm with characteristic thoracic shadows 
above the rounded dome. The hernia having 
been discovered it should be possible, especially 
with the patient in the erect position, to detect 
the air globus in the highest part of the gastric 
fundus within the thorax and to see throughit 
the superimposed shadow of pulmonary mark- 
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ings characteristic of the base of the lung. Ina 
differential diagnosis one must consider and 
rule out the following: eventration; divertic- 
ulum of the esophagus; hour glass stomach; 
sacculated air or fluid air in the chest; thoracic 
stomach; diverticulum of the stomach, and gas- 
tric ulcer causing cicatricial contraction with 
concomitant relaxation of the left diaphragm. 

Umbilical, Inguinal and Femoral Hernia. 
In the majority of umbilical and inguinal 
hernias the roentgenograms are not of great 
interest although they may yield some interest- 
ing discoveries of secondary importance and 
symptoms of great rarity. This is illustrated for 
instance when there is shown in the hernia a 
portion of the stomach or the appendix, espe- 
cially when the latter is shown to be situated 
in a left inguinal hernia, or when one plans to 
remove the appendix in connection with an 
operation for right inguinal hernia. One of the 
surprising conditions observed by the authors 
was an extensive herniation of the sigmoid 
in an inguinal sac with multiple diverticula in 
the herniated sigmoid. 

Postoperative Hernia. The roentgenographic 
examination with the opaque meal or possibly 
with pneumoperitoneum is a fairly constant 
indication in postoperative hernia which is 
suspected of causing trouble, especially where 
there is.a history of recurring attacks of 
abdominal distress. There may be no actual 
emergence of abdominal contents, the hernia 
consisting of only a slight separation of the 
muscle at the site of the wound. When inter- 
mittent obstruction is suspected roentgen 
studies should be made hourly, beginning 
immediately after the barium meal, as long as 
opaque material remains in the small intestine. 


Curistiz, A. C. Osteochondritis, or epiphysi- 
tis. J. Am. M. Ass., 1926, Ixxxvii, 291-295. 


Brief descriptions are given of the following: 
(1) osteochondritis deformans juvenilis coxae; 
(2) Osgood-Schlatter’s disease; (3) Kéhler’s 
disease of the tarsal scaphoid; (4) Kéhler’s 
disease of the second metatarsus; (5) vertebral 
epiphysitis; (6) miscellaneous conditions classifi- 
able as epiphysitis: (a) epiphysitis of the os 
calcis; (b) osteochondritis dissecans of Kénig. 

A typical case of vertebral epiphysitis in a 
girl aged fifteen is briefly described. The 
roentgen examination showed the presence of 
slight scoliosis and marked kyphosis in the 
lower dorsal and upper lumbar region. The 
bodies of the three lower dorsal and two upper 
lumbar vertebrae were somewhat beveled and 
irregular on their superior and inferior aspects. 
The epiphyses where they could be seen were 
fragmented and indistinct and the joint spaces 
were hazy. 
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Hess, Georce H. Sub-pleural fibrolipoma: 
Report of a case. Radiology, June, 1926, vi, 
525-527. 

The case occurred in a woman aged forty- 
nine, complaining of shortness of breath upon 
slight exertion. The roentgen examination dis- 
closed a dense, sharply outlined, spherical mass 
measuring about 12.5 cm. in diameter located 
at the base of the left posterior chest between 
the sth rib and the 11th interspace. There 
was no evidence of invasion, and the mass 
appeared to have its origin on the left side of 
the vertebral border of the chest cavity. Roent- 
genographically the mass appeared to be 
fixed, did not move with respiration, did not 
pulsate and did not displace the heart shadow. 
The lung appeared to glide about it during 
respiration. The patient was re-examined six 
months later and there was no perceptible 
change in the size or shape of the mass. The 
conclusion was that this mass was a cyst on 
the left chest attached to the left side of the 
spinal column. 

At operation the mass was removed and 
found to be a subpleural fibrolipoma. Six 
months following operation the roentgeno- 
grams of the chest showed resection of the 
sixth, seventh, eighth and ninth ribs at the 
posterior angle on the left side with no evi- 
dence of the previously existing tumor, the 
lungs and mediastinum being normal. 


Lawson, JoHn D. Report of a case of gastric 
diverticulum. Radiology, June, 1926, vi, 
518-520. 

The gastric diverticulum was found in a 
woman aged fifty, who was admitted complain- 
ing of gas, sour stomach and colicky pains in 
the upper right quadrant of the abdomen of 
at least one year’s duration. The roentgen 
examination showed the esophagus to transmit 
food normally without signs of cardiospasm. 
The stomach filled normally, was of the J- 
type, normal mobility and motility, and of 
good tone. There was a definite extravasation 
of the barium mixture beyond the gastric 
border on the posterior surface at about the 
level of the esophageal opening. The size of 
the pouch was approximately 2 X 3 cm. 
There was regurgitation of the meal into the 
esophagus. The duodenal bulb filled normally 
showing no deformity, irregularity or angula- 
tion. The six-hour examination showed the 
stomach empty but the pouch still filled. 
Several gall-bladder films showed a rounded 
contour in the gall-bladder area. The roentgen 
conclusions were: (1) chronic cholecystitis; (2) 
the out-pouching from the stomach might be 
a perforating gastric ulcer or a diverticulum 
of the stomach. The even contour of the pouch 
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would make the latter diagnosis more probable. 
At operation there was found cholecystitis, 
subacute, with stones; subacute appendicitis. 
The stomach showed no masses or inflammatory 
processes from the esophageal opening down to 
the duodenum. 

Although the gastric diverticulum was not 
observed at operation, the surgeons agree tliat 
a lesion of this size could easily be overlooked. 
In this case a very careful search was made but 
an out-pouching 2 cm. in diameter would be very 
difficult to palpate unless there were present at 
the same time adhesions or other evidence of 
inflammation. 


McCoy, C. C., and Granam, R. S. Experi- 
ence with cholecystography i in cases coming 
to operation. J. Am. M. Ass., June 19, 1926, 
Ixxxvi, 1899-1902. 


In 26 consecutive cases in which operation 
was done at the Lakeside Hospital, Cleveland, 
the cholecystographic diagnoses were confirmed 
at operation in 96 per cent. In 212 cases col- 
lected from the literature, with intravenous 
administration of the dye, the cholecysto- 
graphic diagnoses were confirmed in g1 per cent. 
In cases with the oral administration of the dye 
the confirmation was more than 8o per cent. 
The accuracy of cholecystography in detecting 
gall-bladder disease merits its wide use as a 
procedure in diagnosis. 


OserR, FRANK R. Diagnosis in orthopedic 
surgery. J. Am. M. Ass., June 12, 1926, 
Ixxxvi, 1813-1815. 


The orthopedic surgeon of today is well 
trained in the application of therapeutic 
measures to prevent and relieve deformity, 
but he is often faced with problems which have 
not been properly analyzed or which have been 
solved only after considerable injury has been 
done to important structures. Some of the 
reasons for this are wrong diagnosis, late 
diagnosis, snap diagnosis or the diagnosis of 
hysteria. Most weaknesses in solving problems 
in diagnosis are due to (1) bad elementary 
training; (2) insufficient knowledge of the 
fundmental subjects in medicine; (3) lack of 
proper hospital training; (4) incomplete phys- 
ical examination; (5) failure to make a thor- 
ough search for the cause of the ailment; (6) 
premature selection of a specialty, and (7) 
dependence on the roentgen ray alone. 

Dependence upon the roentgenographic evi- 
dence for making a diagnosis is a fault in a good 
many clinics and has been the cause of a good 
deal of harm. In the first place, pathologic 
changes may be present for many days or 
even weeks before the roentgen ray will reveal 
them. In the second place there are so many 
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lesions that give similar appearances in the 
roentgenogram that a precise diagnostic inter- 
pretation cannot be made. The roentgenogram 
is a valuable aid in diagnosis; so is the clinical 
thermometer; but no one would think of 
depending on the latter alone for a diagnosis. 
There are four diseases which are often 
diagnosed late and which are responsible for 
more cripples than all the other orthopedic 
conditions combined. They are acute osteo- 
myelitis, acute poliomyelitis, bone and joint 
tuberculosis, and chronic arthritis. In acute 
osteomyelitis the roentgen-ray findings are of 
no value for early diagnosis. Poliomyelitis 
should if possible be diagnosed in the preparaly- 
tic stage, which can be done in most cases. 
The early signs are mental irritability, stiffness 
of the neck and headache. In arthritis the 
prodromal signs and symptoms are too often 
ignored or treated with a few doses of acetyl- 
salicylic acid, when active measures will check 
them or even result in a cure. The examination 
of such patients should not stop with infected 
teeth and tonsils, and a great deal of attention 
should be paid to the gastrointestinal tract. 
Barium meals may be necessary, and an exam- 
ination of the stools should always be made. 
When joint tuberculosis is suspected a 
thorough history should be taken and an 
examination made to determine whether or 
not there is a primary focus. Such an examina- 
tion should include a roentgen examination of 
the chest, a tuberculin intradermal test and 
also a focal tuberculin test. Roentgenograms 
of the joints should be taken, and when the 
evidence is not sufficient a biopsy done. 


RicuTter, H. M. Cholecystography. J. Am. 
M. Ass., March 27, 1926, Ixxxvi, 937-938. 


The inherent dangers of cholecystography 
must be quite fully appreciated. One of them 
is that it fosters a tendency to think in terms of 
late pathologic changes; another is that the 
normal roentgenogram is likely to direct 
attention away from the actual source of 
trouble. That cholecystography is intrinsically 
of great value has been amply proven, espe- 
cially in patients with advanced gall-bladder 
disease in whom the clinical history is atypical 
or difficult to obtain. 

During the terminal stage of the evolution of 
gallstones the new roentgenographic evidence 
is of great interest, undoubtedly accurate 
when positive, and often of great value. Durin 
the years before the terminal stage is aia 
the method becomes decreasingly accurate, 
for with less advanced changes in the gall- 
bladder wall and cystic duct lumen, the dye 
may reach the gall-bladder readily, and the 
concentrating function and contractility may 
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be but partially impaired. However, when the 
clinician visualizes gall-bladder disease in terms 
of early pathologic changes, chronologically at 
the period of early symptoms of extragastric 
dyspepsia, when the alert physician really 
wishes to make a diagnosis, and often can do so 
on the history alone, we find that not only 
must cholecystography fail, but the beautifully 
clear cut roentgenogram of the typical normal 
gall-bladder actually directs the attention 
away from it as the source. of trouble. 


ScHONFELD, HERBERT. The roentgenological 
differential diagnosis between hernia and 
diaphragmatic relaxation. Klin. Webnscbr., 
Sept. 3, 1926, v, 1657-1660. 


Observations show that in the case of a 
very large defect of the diaphragm the hernial 
sac can appear in the roentgenogram as a 
uniform domed curve extending from the 
mediastinum to the lateral thoracic wall and 
from the vertebral column to the sternum, 
without adhering to the contours of the projected 
abdominal organs so that the defect may 
imitate completely the characteristic picture 
of the diaphragmatic arch. On the other hand, 
it is entirely possible theoretically that in a 
case of relaxation a paper-thin, entirely relaxed 
diaphragmatic sac may mantle the subjacent 
abdominal organs in a manner analogous to 
the hernial sac. In fact such a case was found 
at autopsy by Glaser in 1903. In such a case 
the roentgenogram would disclose the contours 
of the diaphragm and thus lead to an erroneous 
diagnosis of hernia. 

From the above considerations it is clear 
that the presence of a uniform arch or the 
appearance of a broken outline is only of condi- 
tional value as a differential diagnostic charac- 
ter distinguishing between hernia and relaxed 
diaphragm. This merely emphasizes the fact 
that it is difficult to base generalizations on 
single characters and that interpretation should 
take into consideration all the facts possible. 

A report is given of a case of congenital, 
true diaphragmatic hernia in which the usual 
reliable roentgenological characteristics were 
absent. During the roentgen examination the 
diaphragm always showed a uniform arched 
appearance both in the upright and recumbent 
positions. The tentative clinical diagnosis 
was relaxed diaphragm. The infant died of 
bronchopneumonia and the autopsy disclosed 
a true diaphragmatic hernia with crowding of 
the thoracic organs upward and to the right. 


SHELDEN, WALTER D. Secondary tumors of 
the brain. J. Am. M. Ass., Aug. 28, 1926, 
Ixxxvil, 650-654. 


Approximately 5 per cent of the brain tumors 
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examined at the Mayo Clinic are metastases 
from malignant disease elsewhere in the body. 
These metastatic tumors present no essential 
characteristics which distinguish them from 
primary tumors of the brain. 

A roentgen examination of the lungs and 
head is very important when evidence of second- 
ary tumors is sought; and such reports as 
healed tuberculosis, miliary tuberculosis, pleu- 
ral adhesions, pneumoconiosis and pleural 
effusions should be received with reserve and 
examinations should be made at sufficient 
intervals to determine whether these signs 
remain constant. Primary carcinoma of the 
lung is particularly prone to metastasize to 
brain, meninges, and bones of the spine. 

A roentgenogram of the head seldom gives 
evidence of secondary tumors in the brain 
although the skull is quite often invaded by 
metastatic tumors, notably by hypernephroma. 
Suspicious signs in the bones of the chest or 
skull, themselves not diagnostic should lead 
to further study of the osseous system for 
more positive data. Carcinoma of the naso- 
pharynx often invades the skull, and its first 
clinical symptoms may be ocular palsy, chias- 
mal signs or involvement of the fifth and other 
cranial nerves. 

For instance, in hypernephroma when the 
tumor is small or located peripherally it may 
exhibit no signs or symptoms and the various 
examinations may be negative. A primary 
tumor with metastasis in the brain may be 
entirely missed. Roentgenograms of the chest 
and skull should be taken as soon as symptoms 
suggesting brain tumor appear both for their 
immediate value and for comparison with 
later studies. 

Two illustrative cases are cited in detail. In 
addition there are’ tabulated three groups of 
metastatic tumors of the brain. Group 1, 
consisting of 10 cases, includes latent malig- 
nant disease, the initial symptoms of which 
were due to cerebral metastases. The impor- 
tance of the roentgen examination of the chest 
in these cases is emphasized. Group 1 includes 
6 cases of malignant disease which were symp- 
tomless, but demonstrable on examination. 
The initial symptoms in these were cerebral. 
In this group are included three cases of car- 
cinoma of the nasopharynx and 2 cases of 
carcinoma of the thyroid. Group 1 includes 8 
cases in which the malignant tumors were 
removed surgically, and the cerebral symptoms 
were the first evidence of recurrence. Three 
of the cases developed following removal of 
breast carcinoma and one each from carcinoma 
of the sigmoid, hypernephroma, sarcoma of 
the testis, malignant mole and tumor of the 
parotid gland. There is still another group of 
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malignant disease which during its clinical 
course metastasizes to the nervous system with 
or without the production of definite symptoms. 


SimPSON, FRANK E., and FLesuer, Roy E. 
Radon (radium emanation) as a palliative 
agent in the treatment of intra-oral cancer. 
J. Am. M. Ass., Aug. 28, 1926, Ixxxvii, 
655-057. 

The usual technique employed by the 
authors is as follows: If only surface irradiation 
is to be given, approximately 1000 mc. screened 
with 2 mm. silver and 2 mm. rubber is applied 
to an area 4 to 6 sq. cm. for fifteen minutes. 
Great care must be taken not to rub or trau- 
matize the lesion. Sometimes a lesion is of such 
irregular contour that several applications are 
necessary,‘ and in these cases due regard must 
be paid to overlapping. If intratumoral treat- 
ment is also indicated a preliminary surface 
irradiation is given with 1000 me. in order to 
minimize the danger of metastasis. This pro- 
cedure is regarded as very important. Then 
bare glass tubes are implanted under local 
anesthesia, each tube containing 0.5 to 1.0 
me. of radon, the tubes being distributed 1 cm. 
apart, evenly throughout the lesion. These are 
allowed to remain since the tubes either become 
encysted or slough out during healing. A small 
piece of tissue for microscopic examination is 
removed with a small sharp punch immediately 
after the first powerful irradiation. 

To guard against local effects on the fingers 
the radon tubes are handled with rubber 
covered forceps 12 inches long. The operator 
during the application of the radon is shielded 
from the patient by movable lead angle plates 
each weighing about 300 pounds. The lym- 
phatic glands of the neck of the patient fre- 
quently require irradiation, and the radon is 
applied by means of wooden carriers 4 X 4 X 4 
cm. For the protection of the patient a heavy 
movable lead shield is employed which fits 
around the wooden block carrying the radon 
and is suspended above the table on which 
the patient lies. 

Between 1919 and 1922 the above radon 
treatment was employed in 546 unselected 
cases of intraoral squamous cell cancer, none 
of the cases being favorable for operation. The 
clinical diagnosis was confirmed microscopi- 
cally in all of these. There were 52 men and 4 
women. The average duration of the disease 
was 5.3 months. The lesion was on the tongue 
in g cases, on the floor of the mouth in 3, and 
buccal mucous membrane in 17, the superior 
maxilla in 8, the inferior maxilla in 7 and the 
palate and tonsil in 12. In 29 cases there were 
palpable lymph nodes in the neck; in 23 the 
submaxillary nodes were apparently affected 
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and in 4 the cervical nodes. One case had pal- 
pable submaxillary and submental nodes; 
in another there were palpable submental 
and cervical nodes. In 27 cases no definite nodes 
could be detected. 

Thirty-nine of the 56 cases have been care- 
fully traced. Of these 21 had definitely pal- 
pable lymph nodes when treated. Of a fh 2 
are living, one having been well for over five 
years and the other for over four years. The 
remainder died but the majority showed 
definite improvement for a time. The duration 
of life after treatment varied from four months 
to three years, average 16.4 months. 

Of the 18 patients without nodes 14 are 
living, 4 for more than five years, 5 for more 
than four years, and 5 for more than three years. 
Four of the patients are dead. Three of the 
latter lived for more than three years after 
treatment but all died eventually of recurrence. 

Of the 9 patients with tongue cancer 6 had 
palpable nodes in the neck, and 2 of these are 
living. Of the 3 patients without nodes, 2 are 
living. The 4 living patients with tongue cancer 
have been well for five years, four years, three 
and a half years and three years respectively. 

Assuming that the 17 untraced patients are 
dead, the total mortality in this group of 56 
unselected patients is 63.3 per cent. The 
remainder have been well for periods of three 
to five years, the average duration of freedom 
from symptoms of cancer being three years 
and nine months up to the time of this report. 


SUTHERLAND, CHARLES G. Polypoid tumors 
in the pyloric end of the stomach: Reports 
of three cases. Radiology, June, 1926, vi, 
520-522. 


The first case occurred in a woman aged 
sixty complaining of “stomach trouble” of 
one year’s duration. Examination revealed a 
movable, tender mass in the right flank sup- 
posed to be a kidney. A roentgenogram 
revealed a large shadow in the area of the right 
kidney at the level of the fourth lumbar verte- 
bra, and cystoscopic examination showed the 
function of the right kidney to be greatly 
impaired. Roentgenoscopy elicited a narrowing 
of the antrum of the stomach, pre-pyloric 
spasm so frequently associated with gastric 
ulcer, and the films presented a saucer shaped 
defect in the duodenal cap. At operation a soft 
movable tumor about 6 cm. in diameter was 
found at the pyloric end of the stomach. This 
tumor could be invaginated into the duodenum. 
The patient also had a gastric ulcer on the 
lesser curvature, about 7.5 cm. above the 
—. The right kidney was resected at a 

ter operation when a pyonephrosis with 
stone was found. 
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The second case occurred in a man aged 
fifty-one complaining of anemia and weakness 
in the legs. The patient had five years prev- 
iously received treatment for Entamoeba his- 
tolytica infection. Roentgenoscopic examination 
of the stomach elicited an obstructive lesion 
in the pyloric end. This defect in the pylorus 
had a smooth margin, no shelf was elicited and 
there was no palpable mass. The operation 
disclosed a polyposis associated with multiple 
ulcerations in the pylorus just above the 
pyloric ring. The involved area was resected 
and convalescence was uneventful. 

The third case occurred in a man aged sixty- 
one who complained of anemia which had 
lasted three years. Roentgenoscopy revealed 
an interesting filling defect in the duodenum. 
The barium was occluded by a tumor and 
presented a picture of fine trabeculations 
running in various directions across the cap. 
A diagnosis of benign tumor was made. At 
operation a movable, adenomyomatous polyp 
was found arising from the stomach just at 
the pylorus and invaginated into the duo- 
denum. The tumor occluded the greater por- 
tion of the barium but left the contour of the 
duodenum intact. It is remarkable that this 
patient had no history of obstruction or 
impaction. 


WoLFsoHN, JULIAN M., and Morrissey, 
Epmunp J. Tumors of the cauda equina. 
J. Am. M. Ass., 1926, Ixxxvi, 1828-1831. 


Tumors of the cauda equina are more com- 
mon than supposed. In the early cases roentgen 
examinations of the lumbosacral region and 
lumbar puncture are usually negative. The 
most valuable auxiliary for accurately localizing 
spinal block lies in the introduction of from 2 to 
3 c.c. of lipiodol into the cisterna magna by 
Sicard’s method. With the patient in a sitting 
posture the oil rapidly passes into the spinal 
subarachnoid space and ts checked at the level 
of the block which can then be clearly visualized 
by roentgen examination with patient erect. 

wo cases are reported of cauda equina 
tumors illustrating delayed and inaccurate 
diagnosis. The first patient was treated for Pott’s 
disease, and suffered for thirteen years before a 
correct diagnosis was made. His subjective 
symptoms most of this time pointed to a caudal 
disease, and subsequent diagnoses were most 
probably colored by the previous erroneous 
diagnosis. The second patient presented a 
suggestive caudal lesion: burning pains in the 
perineum, radiating pains, increased by recum- 
bent posture and relieved by walking, and 
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severe constipation which were absent before 
the present illness. This is a suggestive and 
important triad of caudal symptoms which this 
patient presented for about two and a half 
years. Both patients presented few neurological 
findings. The diagnosis of caudal lesion was 
made pre-operatively in each case and con- 
firmed by the intrathecal injection of lipiodol 
which accurately localized the upper level of 
the lesion. Both these cases conformed in a 
general way to Type 11 (middle type syndrome 
of Roussy and Lhermitte). In the second case, 
xanthrochromic spinal fluid was found below 
the tumor at operation and above the tumor 
as high as the cisterna magna. This confirms 
the observation of Cushing and Ayer. 


Mayer, Ernst G. Results of the treatment ot 
carcinoma with a combination of roentgen 
rays and intravenous dextrose injections. 
Klin. Webnschr., Aug. 13, 1926, v, 1519-1520. 


From certain theoretical and clinical consid- 
erations the author tried intravenous dextrose 
injections together with roentgen therapy in cer- 
tain hopeless cases of carcinoma at the Holz- 
knecht Institute. The first results were so striking 
that a more extended trial appeared justified. 
The patients received the customary roentgen 
treatment, i.e., a full dose over one field every 
day and in addition preceding each irradiation, 
there was given an intravenous injection of 
10 c.c. of a 10 to 50 per cent glucose solution. 
Fifty cases have been treated in this manner, 
including cancers of different portions of the 
body. In 11 cases the cancer continued to 
develop apparently unaffected; in 9 cases the 
condition remained the same; in 6 there was 
partial improvement; in 17 there was improve- 
ment of the whole clinical picture, and in 7 
there was improvement of the whole clinical 
picture succeeded by a turn for the worse. 
Only four months have elapsed since this treat- 
ment has been instituted and therefore conclu- 
sions cannot be drawn, but the fact that such 
highly refractory conditions as carcinoma of 
the tonsils have shown a favorable response 
is worthy of note. 

The impression is obtained that the effect 
of the injections is an acceleration and intensi- 
fication of the roentgen effect. 

It is to be remembered that intravenous 
injections of hypertonic glucose solutions are 
able to awaken latent infections. Consequently 
the author finds it advisable to interrupt the 
radiation treatment in those cases showing a 
febrile reaction to the glucose injections until 
the time when temperature returns to normal. 
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